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Foreword 



As ihc profession of! leallh Education lias dc\ eloped, grown, 
and progressed o\ er the past several decades, so ha\ e Health 
Educators* \arious roles, responsibilities, and career paths. 
While w'c are a di\ erse pi'ofession in many ways, we also share 
some vital unifying beliefs* activities* and processes. Perhaps 
one area that is equally relevant to health educators in all set- 
tings. at all levels, and with multiple and varied job descrip- 
tions, is that of advocacy. 

Ju.st as our profession is multifaceted, so is the practice of 
advocacy. In this i.ssue of the Ffa Sigma Gamma Mono- 
graph Series, we hav c attempted to provide you with an amiy 
of perspectives about the increasingly impoiiam area of adv o- 
cacy. This issue of the .Monograph Series is. in some ways, a 
bit dilTcrent than its predecessors. Our intent was to provide 
you with a “general store.” rather than a “specialty .shop” ap- 
proach to the topic. In other words, we have not limited the 
type of contribution or the perspective of the articles. On the 
contrary, wo have included a variety of topics: each in its own 
way designed to assist you in your understanding of the larger 
picture of advocacy. We hope tlicrc is something here for ev- 
ctyonc. 

Wc invite you to enjoy, and use. the contenLs of this issue, from 
cover to cover. For example. Elaine Auld's article, Tlic Role ot' 
1 Icalth Education AsscKiatious in Adv (x:acv: iind llic contribution 
from Susiin \\Vxiley, Scott Rail in, and Shem* Reynolds. Partners 
for AdvcKac)*: Non-Protlt ():gani/<uions and Lobbyists both pro- 
V ide excellent liistotics of many of our profe.ssional organizations 
as they relate to advocacy efforts. Tliey arc intended to refTo.sh 
your niemoiy', or bring you up to speed regarding the way.s in which 
our professional organizations can be effective in tliis sphere. 

.lohn Allegrante. Donald Morisky.and Bchjat Sharif. inTlie Role 
of I Icalth Education Adv ocacy in Removing Disparities in Hciilth 
C*arc. describe the disparities in health status among disadvantaged 
jKipulations. Their account of the contributing factor's and .selected 
examples of advocacy elfoits is comprehensive and timely. 

Our current pmsident, Sirsan Ward, and former executive eom- 
mittcc student member, Nancy Kami/., liavc presented a summarv' 
of F:ta Sigma Gamma's involvement in the national advtKacy sum- 
mits of 1W8 and 1 999. Tlieir article. Putting Advocacy into Ac- 
tion, higliligliLs some specific steps that can be taken to advance a 
specific cau.se. 

Tw o anicles arc directed low ard selected minority issues. I fclda 
Pin/on-Pere/ and Miguel Pero/, in Adv aacy Issues Among I lis- 
panic 'Latino Populations, have provided an ex- 



cellent summary of available resources for those interested 
in advocacy for Hispanic/'Lalino populations. In the article 
Advocacy Issues Among American Indians, Linda Banc 
Frizzell has contributed an eloquent account of the histor>' 
of American Indian health issues, and the advocacy that is 
needed in this arena. 

To provide readers with a better understanding of w hat ad- 
vocacy looks like from a legislative point of view. Attorney 
Lou Croceo’s article. What Legislators Need from Their Con- 
stituents Regarding Advocacy EtTorts: A View from the Inside 
prov ides a perspective regarding what is most important to those 
who represent us. He has supplied most helpful insights. 

Mark Temple's article. How to Lficctivcly Use the Internet 
for Advocacy, shares tips for readers as to how you can best 
u.sc the technology available to reach your legislators in an 
cfTcctive. timely, and comprehensive manner. 

Media arc an important component in advocacy, and Linda 
Weiner's article. Media Advocacy: A Tool for Health Educa- 
tion, shares perspectives on this facet of the overall adv'ocaey 
efi'oil. 

Ecm Goodhart has shared her story “from the trenches” about 
how a grassroots advocacy cfTorl was bom. Her first liand 
account, in Advocacy in Action: One Person's Experience 
details the process she experienced becoming an advocate. It 
is an inspiration to those who might think they can't make a 
difference as single voices. 

David Foulk and Stephen Rollin have provided a ca.se-spc- 
eific account of the process in Florida surrounding advocacy 
and the tobacco issue. Their article. Youth Advocacy: The 
Florida Tobacco Prev ention Model, is an e.xccllcnl account of 
this initiative. 

The contributions heroin represent great cfTort on the part of 
tlic authors, and wc extend our thanks to them for contributing 
their expertise, theirvaluable time, and their dedication to Health 
Education Advocacy cfTorls. Wc wish you good reading, and, 
perhaps more important, wc wish you the best in your advo- 
cacy ctTorts. Wc hope you will use this infoTmalion to spur 
you on, at whatever level and for whatever purposes you most 
immediately need to make your voice heard. 

Best regards. 

Beverly Saxton Mahoney. PhD. C'l IE- S. and Kelli McCormack- 
Brown, PhD. CUES 

(luest Editors. The Health Education Monograph Scries 
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Preface 



On behalf of the National Executive Committee of 
Eta Sigma Gamma (ESG), 1 would like to express my 
sincere appreciation to the Guest Editors of this issue. 
Dr. Beverly Mahoney and Dr. K.clli McCormack- 
Brown, for the signitlcant contribution they have made 
to the profession and Eta Sigma Gamma. 
Collaborati\ cly, they have done a w onderful job in pre- 
paring and editing this timely, first-class monograph 
on advocacy. This is an excellent issue e.xamining the 
concept and different perspcctixcs on advocacy. By 
their actions, these tw o guest editors exemplify \\ hat 
health education advocacy should be. Dr. McCormack- 
Brown and Dr. Mahoney not only '"talk the talk", but 
also “walk the walk." They arc tw'O committed leaders 
and vocal advocates of health education. For their con- 
tributions, they deserve our sincere thanks. Further. 1 
would like to thank all of the authors who ultimately 
made this monograph possible. I genuinely appreciate 
their contributions to the Health Education Mono- 
graph Series. 

1 would like to thank Ms. Kathy Finley for her assis- 
tance in preparing the publication and Ms. Joyce Arthur 
for her technical assistance. Also the as- 



sistance of Mr. Jay Javed from our National ESG of- 
fice is appreciated. Last, but not least. I would like to 
otTcr my appreciation to each and every member of 
the National Executive Committee who are very com- 
mitted to supporting the monograph series. 

Finally, thank you for sharing your comments with 
me regarding the past Monograph series. As always. 1 
am eager to hear your criticisms, comments, and sug- 
gestions regarding these publications. Your input is 
essential in improving the publication and ultimately 
scr\ ing our members and the profession in the most 
ctTcctivc way. 1 do hope that you. as loyal members of 
this National Professional Health Education Honorar>', 
chock your collcgc/uni\ ersity libraries to make sure 
they reccix'c The Health Education Monograph Se- 
ries. If not, please requc.st that they subscribe to these 
important publications by calling 1-800-715-2559. It 
is a pri\ ilege for me to serve the Eta Sigma Gamma 
members and our profession. 

1 look fonvard to hearing from you. 

Mohammad R. Torabi, Ph.D., MPH. CHES 

Editor. The Eta Sif^ma Gamma Monograph Series 
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The Role of Health Education Advocacy in Removing 
Disparities in Health Care 



John R AlJcgran/c, Fh.D., Donah/ E. Moriskv, Sc.D,, M.S.RH. 
& Bchjat A, Sharif, Ph.D. 



Introduction 

Since the founding of the Centers for Disease Control and 
Prosention o\ er 50 years ago. people in the United States 
ha\ c experienced unprceedented impro\ enicnts in health sta- 
tus. There are now almost one million fewer cases ofmcaslcs 
compared to 1941, and 200,000 fewer eases of diphtheria. 
Av erage blood-lead levels in children are now less than one- 
third of what they were' in 1 976. More than 2 million Ameri- 
cans are alive today who otherwise would have died from 
tobacco-attributable heart disea.se and stroke because of the 
landmark announcement by the Surgeon General in 1964 
regarding the threat posed by tobacco. Moreover, cITorts to 
protect the blood supply ha\ e now prevented more than 2 
million Hepatitis B and C' infections and more than 50.000 
HIV infections, resulting in savings of more tlian S3. 5 bil- 
lion in medical costs associated with these three diseases 
(Turnock. 1997). 

Despite these notable achievemenis in disease control and 
prevention, there is mounting evidence that disparities in 
health care have grown unacceptably wide in American so- 
ciety. The di.sparities between minorities and the w bite popu- 
lation have increased in the last decade on virtually cveiy 
measure of health status (U.S. Department of Health and 
Human Serv ices, 1998a). C'onsequenily, the Healthy People 
2010 Ohjectives (U.S, Department of Health and Human 
Serv ices, 1998b) calls for the elimination of health dispari- 
ties in six major areas infant mortality, cardiov a.scular dis- 
ease. diabetes, and HIV AIDS, as well as cancer .screening 
and management and childhood and adult imnumizatioEis. 
Health education advocacy can play an important role in 
eliminating such health disparities (Montes & Johnson. 
1998). Advocacy constitutes the development of coalitions 
and partnerships, as well as working with the media, to in- 
llucnce political, regiilaiory, andenv ironmental policies that 
can improve community health. There are numerous ex- 
amples of health promotion policy initiatives that have re- 
lied on advocacy efforts to intluence llie tobacco, alcohol, 
and env ironmental issues ((ireen& Kreuter, 1999). Although 
there is not extensive literature on llie use of advocacy to 
reduce health disparities among disadvantaged populations. 
Braithvvaite and Lythcoll (1989) and Thomas ( 1990) have 
argued iliat community cmpowcnncnl strategics are critical 
to health promotion for African-Atnericans and other mi- 
norities. 



This paper will first summarize the mounting evidence of 
disparities in health status and access to health services across 
disadvantaged American populations. Next, we review some 
of the major contributing factors to these health disparities. 
\Vc then highlight .selected examples of advocacy approaches 
that have been conceptualized and implemented in health 
education cITorts. finally, vve conclude by discussing the 
role of advocacy aimed at eliminating the health disparities 
that persist among the disadvantaged. 

Disparities in Health Status and Access to Health Services 

Despite notable progress in acliicving many of the national 
goals and objectiv es for the improvement of overall health 
status, there arc persistent di.sparilics in the burden of illness 
and death c.xpcrienccd by African-Amcrican.s, Hispanics and 
Latinos, American Indians and Alaskan Natives, and Pacific 
Islanders. According to the U. S. Department of Health and 
Human Services (1998c), these disparities are even greater 
when comparisons arc made between each racial and ethnic 
group and the U.S. population as a whole. 

• Infant mortality rates arc two and a lialf limes higlicr for 
African-Americans and one and a half limes higher for Na- 
tive Americans than for C’aucasian Americans. 

• African-American men under 65 years ofage suffer from 
prostate cancer at nearly ivv ice the rale of Caucasians. 

• Heart disease, the loading cause of death and a common 
cause of morbidity in the U.S.. occurs at nearly twice the 
rale in African-American men compared to C aucasian men. 
The age-adjusted death rale for coronary' heart disca.se for 
the total population declined by 20 percent from 1987 to 
1995, but for blacks, the overall decrease was only 1.3 per- 
cent. Compared vviili rales for w liiles, coronary heart dis- 
ease mortality was 40 percent lower for Asian- Americans 
but 40 percent higher for blacks in 1995. 

‘ Native Americans sulTcr from diabetes at nearly three limes 
the average rale, while African-Americans suffer 70 percent 
higher rales than Caucasian.s: the prevalence of diabetes in 
1 lispanics is nearly double that of Caucasian.s. 

■ Racial and ethnic minorities conslilule approximately 25 
percent of the total population, yet they account for nearly 
54 percent of all AIDS cases. 

Such disparities in health status, however, arc not con- 
strained to racial and ethnic minority groups. The dispari- 
ties have become increasingly evident for women, people 
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" ilh low incomes, people with disabilities, and specific age 
groups, including children, adolescents, and the elderly, as 
well as by geographic loer/jon. 

Major Contributing Factors to Health Disparities 

The causes of health disparities have long been of interest 
to epidemiologists, sociologists, and public health profes- 
sionals. Among the major contributing factors to these dis- 
parities arc race and ethnicity, socioeconomic status, gen- 
der, age. geographic location, insurance co\ crage, and po- 
litical will. 

Race and Ethnicity 

Health disparities by race and ethnicity arc especially pro- 
nounced among Americans (Council on Ethical and Judicial 
Affairs. 1990). For example, studies have found that Afri- 
can-American men li\ ing in Harlem have a life expectancy 
that is less than that of men living in Bangladesh (McCord 
& Freeman, 1 990); that there are dramatic racial diflbrcnces 
in preventable deaths in the Medicare population (Woolander 
ct al.. 1 9K5); that race can influence the stage at diagnosis 
for endometrial cancer (Banett ct al., 1995), as well as co- 
lon cancer survival (Mayberry ct ai.. 1995): and that the 
prevalence of arthritis and other potentially disabling mus- 
culoskeletal conditions is higlicr in African-Americans than 
other groups (Charlson, Allegrante & Robbins. 199.'^). 

In addition, numerous studies have dociimenicd dispari- 
ties in access to health services. Studies of access by Afri- 
can-Americans to emergency room services (Perkoff & 
Anderson. 1970), health and hospital .services (Gornick. et 
al, 1996: Ycrgan, Flood. LoGcrfo. & Diehr, 1987). organ 
transplantation (Kasiskc ct al.. 1 ^^91), total joint replacement 
(Ratz, Freund, 1 icek, &, Dittus. 1 996). and treatment for chest 
pain and recommendations for cardiac cathctcri/.ation 
(Schulman ct al., 1999) ha\e all suggested that race inde- 
pendently influences access to health .scn iccs that can re- 
duce morbidity and mortality and pre\ ent disability. 

Disparities also exist in the pre\ alcncc of risk (actors. For 
example, racial and ethnic minorities ha\e higher rates of 
hypertension, tend to develop hypertension al an earlier age. 
and are less likely to undergo treatment to control their high 
blood prcs.sure. From 1988 to 1994. 35 percent of black 
males ages 20 to 74 had hypertension compared with 25 per- 
cent of al! men. When age din'erenccs arc taken into ac- 
count, Mexican-American men and women also ha\e ci- 
e\ atcd blood pressure rates. Howe\'cr, the results of recent 
studies (Morisky & Ward, 1999; Ward, Mori.sky. Lees, & 
Fong, in press) have demonstrated that both African-Ameri- 
can and Hi.spanic populations can benefit dramatically from 
community-based educational programs that utilize targeted 
and tailored approaches to biov>d prc.s.surc control. 

Similarly, although significant cP'ort has been made to re- 
duce the overall U.S. infa.'t mortality rale, a signif cant indi- 
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cator of a nation's o\erall health status, marked disparities 
between minority groups and Caucasians persist. Puerto 
Ricans, Hawaiians, American Indians and African-Ameri- 
can infants sulfcr higher mortality rates, 26%. 33%, 55” u 
and 1 12”o respectively, compared to Caucasian infants. 

While the mechanism by which race and ethnicity influ- 
ence health status may not be clear, it is entirely possible 
that perceived systematic discrimination may play an impor- 
tant causatisc role in diseases such as hypertension. Ren. 
Amick. & W^illiams (1999) have noted that the experiences 
of di.scriminati-'’' tend to have a strong negative association 
with health and that much more work needs to be done to 
specify the social distribution of discrimination and assess 
its consequences for health status in people of color, 

Soc •iocconontii • Status 

The contribution of socioeconomic status to health dis- 
parities has been well documented (Adler, Boyce, Chc.sne\, 
Folkman, & Syme, 1993: Pappas, Queen, Hadden. & Fisher, 
1993). Socioeconomie factors, including education, income, 
and occupation, arc strongly associated with licalth and trends 
in health status in both indi\ iduals and populations (Kaplan. 

1 998). For example, maternal education and family income 
both in\ersely alTcct infant mortality (Singh & Yu, 1995). 
In addition, income inequality is not only a major determi- 
naiu of infant mortality, but also life expectancy at birth 
(Smith. 1996). 

Navarro (1997) states that differences in morbidity and 
mortality rates are related to social class and. in fact, these 
differentials arc much larger by class than by race. For ex- 
ample, blue-collar workers mortality rate for heart di.sease 
has been found to be 2.3 times higher than that of Cauca- 
sian-collar profc.ssionals. I Iowc\ cr. mortality rales for heart 
disease in African-American males and females were re- 
specti\cly 1.2 and 1.5 times higher than their Caucasian 
counterparts. Those making $10,000 or les> per year en- 
countered 4.6 limes more morbidity than tho.se making over 
$35,000. w hile African-Americans' morbidity rate w as 1.9 
limes higher than that of Caucasians (Navarro. 1997). 

Generally, minorities, who are among the lowest-paid, 
poorly-educated w orking class, continue to ha\e morbidity 
and mortality rales higher than those w ho are well-educated 
and well-paid. In addition, the low-paid population's stan- 
dard of li\ ing has been deteriorating due to the growing 
inequity in income and wealth belw'cen the upper and lower 
classes. Navarro (1997) reports that the lower class of the 
population (40'lo) received 15.7 percent of the total income 
while the wealthiest of the popuI:Mion (20”n) received 42.9 
percent of total income. Thu.^, the growing gap in the 
nation's health clearly cannot be understood and remedied 
by examining indi\ idual differences by race and ethnicity 
alone. 

The relationship ol‘po\ei1y io poor health is well established 
(Kawachi, Kennedy, l.ochncr, <& Prothmw-Smith. 1997: 
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Wilkinson, 1^)07). Being impoverished, howev er, nol only re- 
sults in deslnjclion of individual heallh, but also in the social, 
physical and mental decay of generations. High monalily rates 
for both children and adults am directly related to poverty as 
well as ineomc inequality. For example, the population death 
rate in North America attributable to poverty increased between 
the early 1970s and eaiiy 1990s. Moreov er, the surge in the 
local incidence of some diseases, such as tuberculosis in New 
\ork City, du’ring the last decade has been linked to poverty 
(Hamburg, 1993). Hence, ii is not surprising to find observers 
such as Poland, Coburn, Robertson, & Fakin. (1997) and Tesh 
( 1988) arguing that the political ecoi''orm' is a major detenni- 
nant of health and illness. 

Choice of occupation may also innucnce health (Karasek & 
Thcorell. 1990: Tesh, 1988). For example, occupations that 
arc characicri/ed as high demand and low control have been 
conelated with coi'onary heart disease. In addition, low-pay- 
ing jobs often involve exposure to hannful substances. I'cquire 
potentially repetitive motion or entail exposure to potentially 
dangerous equipment and machinery, or other unhealthy situa- 
tions. Thus, improvements in occupational health should not 
only focus on redesigning jobs but examine why many current 
work designs generally result in .such an excessive demand 
and insulTrcicnt level of job control. 

Unfortunately, the scientifre. multi -causal appr'oach ’o ana- 
ly/ing the etiology of disea.ses often doe.s not specify the con- 
tribiriiorr of fundamental factor's, such as social condition, in 
the causal nexus of poor heallh (Tesh, 1 988 ). Historical records 
support the notion that the origins of diseases hav e been largely 
social in na urc. In the case of epidemics, what data are avail- 
able suggest a clear linkage between disease and the condi- 
lioas under which people liv e. For example. Lam/ ct al. ( 1 990) 
indicate that socioeconomic dilVerences in moitalily are due to 
social-stnictur'al faclois and that high mortality could persist 
despite improved heallh behav iors among the poor'. Similarly. 
Minkler ( 1999) has argued that while we need not abandon 
concepts of personal responsibility for heallh. focusing on the 
broader social re.sponsibililv for heallh is nece.ssary it' we are 
to improve health, 

Tire foregoing suggests that elTeetiv c disease prevention nol 
only .socks to identify the spccifrc agent, web of causation, or 
personal actions, but also tire more fundamental political and 
economic causes ofdisease and those factors that may result in 
an unequal distribution of power and resources. Tho.se with 
secure employment, a good education, adequate medical care, 
and regular leisure activities do not dev clop disca.sos that plague 
the impoverished. ( onscquciUly. satisfying jobs, decent hous- 
ing, and good sciiools serve as strong lactors in disease pre- 
vention and should be targets of intcrv enlion if we are to re- 
duce disparities in health. 

(render 

Women are more likelv than men to bear a significantly 
greater proportion of the burden of disca.se and illness in 



American society. Since the 1970s there has been consider- 
able interest in the relative health of women and men and 
the extent to which gender dilTerences play a role in deter- 
mining the health status of Americans and Western Europe 
ans (Hum & Annandale, 1999). While there is consensus 
that gender disparities in health continue to be mediated to 
some degree by women's unequal status in .society (Cook. 
1994: Doyal. 1995: Fee & Krieger, 1994), in addition to the 
inherent physiological differences that influence their pro- 
clivity to greater disability and morbidity than males (.Arbcr 
& Cooper, 1999: Beigravc. 1993: Graham, 1998). a noic- 
worthy recent finding by Kawachi, Kennedy, Gupta, & 
Prolhrow-Smith. (1999) is that indices of American women's 
heallh status strongly predict both American male and fe- 
male mortality rales. Severe marital violence is also highest 
in those slates where gender inequality is the highc.sl. 
Another important observation documented by Bayne- 
Smith and McBarncttc ( 1996) is that among women in the 
United Slates, the particular disparities that have limited the 
inlcllcelual growth of minority women, arguably account, in 
part, for their inferior health status, both physical and mental, 
when compared to ihcir more wcll-cndovvcd Caucasian 
counlciparts and males who liv c in pov erty. Indeed, Roberts 
(1999) found African-American female adolescems who 
were poor and liv ing in inner cities to bear a disproportionate 
burden of poor health outcomes compared to white women. 
As such, interdisciplinary collaborations examining the 
structural inequities and combined consequences of sexism, 
racism, and inncr-cily poverty for young women of color are 
necessarv' to inform public health interventions designed to 
improve the heallh of African-American female adolescents. 

In addition to societal-wide inequities in health status 
generated by gender discrimination, gender inequities in 
acce.ss. parlieiilarlv to quality prenatal care, have a strong 
hearing on the heallh status of infants. There is a tw o-fold 
risk of sudden infant death in American minority populations 
(Hill, 1999). Moreover, gender may also infiucncc access 
and exposure to material and other resources ditTerentially 
and inequitably (Stacey & Olesen. 1993). 

,4g(' 

An excess of morbidity with more severe domains of poor 
health is likely to be found among elderly people. Work by 
I 'il/palrick and Van Tran ( 1 997), who have studied the ctTocts 
of age. gender, and health among African-Americans, found 
both the objective and subjective dimensions of health to varv 
according to age, but that the cflccts of age on health status 
w ere not the same for men and women at any age. Older women 
are. howev er, subsianiially more likely to experience functional 
impaimieni in mobility and self-care than men ol'ihe same age 
(. Al her Cooper. 1999: Beigravc, 1993). 

Inner-city older blacks also have higher levels <»f functional 
disability than whiles of a comparable age and black adults in 
other regions, regardless of gender, as well as increased bodv 
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fat. and lower lc\ e!s of dental care, along with high le\els of 
visual and hearing impaimients (Miller etal., 1996). Howe\er. 
age disparities in medical treatment are more likely to aftcct 
females because they arc less likely than males to recci\e 
a\’ailable treatments for cardiac, renal, and other conditions 
(Bclgra\e. 1993). 

In addition, economic inequities are extremely detrimental 
to older females. This is supponcu by Smith and Kington 
( 1 997), whose rcseareh demonstrated health outcomes at old 
age with respect to race and ethnicity arc inlluenced by 
economic diflcrcnecs. Similarly, there are striking inequalities 
in susceptibility of minority children to infectious diseases 
whose consequences may stretch into adulthood {Reading, 
1997). This finding supports the view that cin ironmental and 
material factors have a strong influence on health. 
Consequently, Reading fa\'ors an emphasis on structural and 
community-wide policy intcn'cntions that remove disparities, 
rather than intcr\'ention directed solely at changing individual 
beha\ior. 

Geographic Locaikm 

Geographic location may also play a role in contributing 
to heal th disparities. For example, there is growing evidence 
that urban populations bear a significantly greater propor- 
tion of disease burden due to problems such as asthma (Crain 
ct ah, 1994). HIV infection (Holmbcrg, 1996). and lead poi- 
soning (Sargent ct al.. 1995), than do those living in subur- 
uan or 'iral areas. In addition, studies of the dcli\ cr)’ of 
health scr\ iccs, including the treatment of acute myocardial 
infarction (O'Connor et al.. 1999), total hip replacement 
(Peterson ci al.. 1992). and other common surgical proce- 
dures (Birkmeyer ct al., 1998) ha\’e shown dramatic varia- 
tions in access to prcu'ntiN C scr\ ices, medical treatment, and 
surgical procedures by geographic location. 

Insurance Coverage 

According to BIcndon ct al. ( 1 994). research has documented 
that decreased access to health care scrx iccs. increased burden 
of economic hardship, poor health, and excess moruility arc 
experienced by the uninsured and undcrinsured. Moreover, 
wide gaps in insurance coverage bcts^ccn racial and ethnic 
groups in America exacerbate the experience for minorities. 
For example, in a recent study conducted in California, rates 
of uninsured residents in 1997 amounted to 15 percent for 
Cauca.sians, 19 percent for African -A mcri tans. 24 percent for 
Asian Americans, and 38 percent for Uninos, .lust 41 percent 
of latinos in California were found to have job-level co\cr- 
age. compared to (i9 percent ofC aucasians. I'hc major reason 
for the high uninsured rales by ethnicity is affordability. The 
rcsjvmse most oAcn gi\cn by the majority <4’( aucasians and 
Latinos when a.skcd w hy they arc not insured is that it was too 
expensive (Brown, 19%). In addition, despite the role that 
Medicaid has played in impnning access to care. minorilN chil- 



dren still ha\e a ptx>rer ciualilN of life than whites (Hall, 1998). 
TIuls. impRn ing access to heallli scivices w ill require eliminating 
the gaps in insurance coverage that still persist for the one out of 
four .Americans who is either uninsured or underinsuied. 

Poliiical WVl 

Unfortunately, the basic questions that characlcri/ed the debate 
on haillli-cam refomi of the early* 1 990s ha\ c remained unanswered. 
Unlike the historical lack of understanding about public health. 
Americans ha\ c recently raised questions alx’iul cflccti\ eness. ef- 
ficiency'. and cost of the hcnllh-caro system. Ho\ve\ or, policy mak- 
ei's appear to lake their cues from oilier sources and may not hav e 
the political will to do what is neccssaiy to eliminate the disparities 
in health. Lee and Estes ( 1 997) ha\ c aigucd that the most powciHil 
constituencies in health care continue to bo physicians, hospitals, 
insurance companies, and phamiaccLilical indii.strics Although 
these groups appear to bo concerned about llic quality of care, they 
arc generally more inlcrc.stcd in siirvi\ ing in the incrca.singly mar- 
kct-dri\ on health care .system than changing the system to make it 
more responsi\ c to the health needs of an increasingly di\erse 
America. 

To make matters worse, although there is a consensus about the 
nature of the problems in the hcalth-carc .sy'stcm. there is little agree- 
ment on what should be done to correct them (Lee & Estes, 1997). 
At the federal and slate lc\'el. prevention has emerged as an impor- 
tant goal of health policy, yet pncN'cntion is still competing for a 
more equitable share of national resources (Allcgranic, 1999). 
WTiether policy makers will have the political wall to shift resources 
from the inx’cstmcnts that ha\ c historically been made in medical 
care to creating the community capacity' and other resources neces- 
sary* to eliminate the disparities in health status between poor and 
those who have considerably* greater economic means remains to 
be seen. 

Some Examples of Health Education Advocacy 

Health educators ha\e pioneered the use ofadNOcncy to im- 
prove health and social conditions. The role of political ad\ o- 
cacY in shaping public policies that can influence health can be 
found in the seminal writings ofFrcudcnbcrg( 1978). McKinlay 
(1993), M inkier and Cox (1980), Sleekier & Dawson (1982). 
Sleekier. Daw*son. Goodman. & Epstein. (1987), and 
Wallcrstcin and Bernstein (1988). In addition, media advo- 
cacy, which is designed to alter the way in w hieli the media 
frames its eo\ crage of health issues and to priw idc a means by 
which a social or public policy initiati\e can be ad\anecd, has 
been conccptuali/cil by .Icmigan and \\ right ( 1 9%) and Wallack 
(Wallack, 1997: Wallack & Dorfman. 1996). Below we re- 
\ icw some examples of advocacy from the health education 
lileralurc. 

Einironmcm 

A number of efforts ha\c been made by health educators 
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and (>lhers lo use advocacy lo bring about community-based 
{X)liiical change and support for environmental policies. 
These ha\e included health education advocacy and com- 
munity coalitions lo reduce lead poisoning in New York City 
(Freudenberg & Golub, 1987), improve the housing condi- 
lions in an urban, low-income neighborhood through com- 
munity development (tl-Askari ct al., 1998), and prevent 
urban arson at Halloween (Maeiak, Moore. Leviton, & 
Ciuinan. 1998). 

Tuhaico Connvl 

Recent tobacco control initiati\ es in several states, includ- 
ing C’alifornia, Minnesota, Texas, and Florida, have been the 
result of intense ad\ocacy by public health groups. These 
initiativ es iiave stimulated acti\ ities at the local, county, and 
slate levels through community coalitions and partnerships, 
which have resulted in legi.slativc initiati\cs supporting the 
regulation and control of tobacco products. Such advocacy 
elVorls have led to public information, building community 
awareness of the tobacco problem, and policy and ordinance 
de\ clopment within c.siablishmcnls ( Blaine ct al., 1 997). as well 
as media ad\ ocaev related to cardiovascular disease risk re- 
duction (SclKxilcr. Sundar, & I-lora. 1996). 

Afcoliol 

\i\\ ocacy has been especially ctVcctivc m a number of health 
education cITorts to promote responsible use of alcohol and to 
prc\cnt alcohol-rclatcd motor v ehicle deaths {DeJong, 1996) 
and alcohol-rclatcd violence against women (WoodailT, 1996). 
This work has demonstrated that media advocacy can be an 
elTective means by which to increase public awareness of al- 
cohol-related issues and to adv ance the cause of alcohol-rc- 
latcd prevention cflbrts in the community (Holder & Treno, 
1997). 

f'JdcHv 

One of the llr>t advocacy elTorts in health education was 
Minklcr's work to reduce the poor health conditions, social 
isolation, and powcrlcssness of low-incomc elderly residents 
living in single-room occupancy hotels in the Tenderloin sec- 
tion of San Francisco (M inkier, 1985, 1992: Minkler, Fran/& 
Wcehslcr. 1982). The Tenderloin Senior Outreach Project uti- 
lized individual and community empovvennent strategies to 
build self-reliance and community cohesion among inncr-city 
disadvantaged elderly. Subsequent work by Roe and Minkler 
and their colleagues has extended the use of concepts of com- 
munity organizing and advocacy that proved so successful with 
grandparents in this project (Minkler, Driver, Roe, & Bedeian, 
1993; Rtx:, Minkler & Saunders, 1995). 

HIV/AIDS 



decades to inform the public about the risk of HIV/AIDS 
and to foster public support for pre\ention programs in 
schools (Kreiger & Lashof. 1988) and the general commu- 
nity (Rundall & Phillips, 1990), More recent advocacy ap- 
proaches have focused on developing consortium approaches 
to the delivery of HIV scniccs (McKinney, 1993), and have 
been used to develop community-based HIV prevention pro- 
grams for Americans of Asian and Pacific Islander back- 
grounds (Wong, Cling & Lo, 1998). Targeted educational 
interventions, which have included organizational change 
policy, directed at female bar workers and the managers of 
the establishments in which they are employed have demon- 
strated significant reductions in STD and prevention of HIV 
infection (Morisky ct al.. 1998). 

Racial and Ethnic Miuontics 

Advocacy approaches have been used in numerous efforts 
by health educators and other professionals to reduce health 
disparities for racial and ethnic minorities. These include 
reducing teenage pregnancy (Liburd & Bowie, 1989), im- 
proving access to health services for the Latino population 
in St. Louis (Baker ct al., 1997), mobilizing minority com- 
munities in Indiana to facilitate enactment of legislation for 
a minority health initiative to reduce preventable disease 
(Russell. 1 997), and developing improved community-wide 
asthma care for low-income minority populations (Wilson 
ctaL, 1998). 

Youth I'loicncc 

Advocacy has been used as a public health strategy in the 
prevention of youth violence (C'ohcn & Swift. 1993). These 
ctTorts have resulted in laws being passed al the local and 
slate levels that make it more difficult for young people to 
purchase handguns and other firearms. A model program 
that relies heavily on advocacy, and that has been effective 
in bringing about changes in media coverage of the issues, 
as well as community and policy change, is the California 
Violence Prevention Initiative (The California Wellness 
Foundation, 1994). This multiple-component advocacy ef- 
fort was designed to reduce violence among youth and young 
adults. The initiative included policy development, commu- 
nity action programs, leadership development, public edu- 
cation, and research. Through such advocacy, communities 
throughout California have been able to promote and enact 
gun-control legislation at both the slate and local levels 
(RAND and Stanford Center for Research in Disease Pre- 
vention, 1997). 

Conclusion 

Despite the overall decline in mortality rates in recent de- 
cades, there is persuasive evidence (only a small portion of 
which could be reviewed here) that disparities in health are 



Advocacy elTorts have been utilized for more than two 
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increasing along the lines of race and elhnieily. Tliis is especially Blaine. T. M., Forster. .1. L.. Hennrikus. D.. O'Neil. S.. 
troubling gi\en that America's population is projected by demou- Wolt'son, M. & Pham, H. ( 1 997). Creating tobacco 

raphers to grow c\en n)orc racially and cilinically di\ersc in the control policy at the local level: Implementation of a 

next century. Advocacy will bcX'omc increasingly nccessaiy ifvve direct action organizing approach llcahh lulucafion 

arc to stimulate the community political action and economic and Behavior, 24, 640-65 1 . 

environmental changes that promise to address the health needs of BIcndon, R. J., Donclan, K.. Mill. C'. A.. Carter, W., Beatrice, 
such a diverse population. In order to eliminate the disparities in D., & Altman, D. (1994). Paying medical bills in the 

health status and access to health sen. ices that now exist, how ever, Ll nited States: Why heal ih insurance isn't enough. Jour- 

new knowledge concerning the inHucncc of socioeconomic fac- nal of (he American Medkal Associaiion. 2'^L 949-95 1 . 

toi-s in the causiition of disease and the effectiveness of policy- Braithwaite, R. L.. & Lythcott, N. (1989). Community cm- 
rdated interventions to alter such factors is required. In the mean- pow erment as a strategy for health promotion for black 
time, ifvve arc to hav e any hope ofcliminating disparities in health and other minorities. Journal of the American Medical 

we need to address the broad scxriocconomic detenninants of dis- Association. 261, 2 8 3 - 2 8 .C 

ease that we already know influence health, and we must seek to Brown, E. R. (1 996). Trends in health insurance coverage 
eliminate those inequities in power and wealth that all available in California. 1989-1993. Health A ffairs, 15, 118-130. 

evidence suggests is still at the rcx)t of the problem. Health cduca- C'harlson, M. F... Allcgrantc. .1. P.. & Robbins L. ( 1 993 ). 
tors can be at the vanguard of tJi is effort bv cxptuiding their work to Socioeconomic ditferentiafs in arthritis and its treatment. 

inHucncc cornmunity-Ievcf and national policy development tJirough In f). E. Rogers. E, Ginzburg (Eds.), Medical care 

advocacy. and the health of the poor Boulder. CO; Westv ievv 

AckjK)Miei(enienh Press, pp. 77-89. 

lVc,»v^niMuhoRci\ SUirh.ikKii>nilciiniliJ,iiuwC(<limhM Cohen. L.. & Swift, S. (1993). A public health approach lo 

sity. f,>rhcrvohuHLUis^hfanci inilK-rim’>'‘«kit><>k!hisiiuiKr. the violence epidemic in the United Stales. Iimiivn- 

nicnt and Urbanization, 5. 50-66. 
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The Role of Health Education Associations in Advocacy 



M. Elaine AidcL MPH, CUES and Eleanor Di.xon-Terrw MPU, CUES 



Abstract 

C)\er ihc Iasi 50 s ears, hcallh professional organi/alions 
ha\e assumed more vocal and promincnl roles in policy ad- 
vocacy. An association's political visibility and enccliveness 
are shaped by its tax-CNcmpl designation hy the Internal Rev- 
enue Ser\ ice as well as its budget, location, staffing, organi- 
zational structure, communicaiion support, and advocacy 
priorities. The increased focus of health education organi- 
zations on advocacy parallels the profession's evolution to- 
ward policy and media advocacy. Today advocacy interven- 
tions arc considered a vital component of health education 
programs. Both nevvh graduated hcallh educators and the 
current public hcallh education workforce are expected to 
demonslrale adv ocacy-related competencies for success in 
the new millennium. Recent examples of successful advo- 
cacy initiatives by health education groups include organiz- 
ing two Health Education Advocacy Summits and changing 
federal regulations recognizing health educators as a distinct 
occupation. While much has been achieved recently through 
the collaboration of health education organizations, many 
advocacy-related challenges mu.st be addressed in the 21'* 
century'. 

The Role oj UcaUh Education Professional Associations in 
Ach'ocaey 

Professional societies and associations provide an impor- 
tant function hy advancing the knowledge of and providing 
support for a particular occupation or Held of study. Tradi- 
tionally, many healtli professional organizations were orga- 
nized to provide a nexus around .scientific research and prac- 
tice issues of their particular disciplines. In the latter part of 
this century, however, health professional societies have be- 
come more visible and vocal public policy advocates. Un- 
like the labor movement, which rccogni/cd the political ad- 
vantage of ‘‘power in numbers" in the early ISOOs. most 
professional societies w ere not organized solely to inlluenee 
legislation. The purpose oi'this article is to review issues 
afTeeting an association's type and scope o\' advocacy ef- 
forts, describe the recent movement of the health education 
profession toward policy advocacy, provide examples of re- 
cent health education advocacy cITorts, and suggest future 
advocacy challenges for the hcallh education profession. 



Organizational Considerations in Adv(fcacy 

An organization's tax-exempt status from the Internal Rev - 
cime Service (IRS) significantly atfeets the types and level 
of its political activities. While there arc a variety of IRS 
categories, most health or trade groups have either a 
501(c)(3), or 501(c)(6) tax status (Henson. 1996). IRS de- 
fines a 501(e)(3) organization as one that is organized and 
operated exclusively for eharilahlc. religious, education, or 
safety purposes, or for fostering national or internalioiuil 
amateur spons competition, prevention of cruelly to chil- 
dren and animals, or a private foundation (Henson, 1996), 
The main benefits of 50 1 (c)(3 ) lax status arc that such groups 
are eligible to reeciv c grants from public and private sources, 
donations from its eonlrihutors are tax-deduetible. and the 
association can apply to receive an exemption from paying 
stale sales tax. Organizations designated as 501(c)(4) arc 
designed for the promotion of social welfare, with their net 
earnings devoted exclusively to charitable, educalioiuil, or 
recreational purposes. Although conlrihutions to a 501(c)(6) 
organization is one in which persons or entities have some 
common business interest, the purpose of which is to pro- 
mote such common interest and not to engage in a for-prollt 
business. While 501(c)(3) organizations cannot participate 
directly or indirecilv' in a campaign for public office, 
501(e)(6) groups arc not limited in their endorsement of po- 
litical candidates (Ernstthal & Jones. 1996). Furthermore, a 
501(e)(3) organization's political activ ities must comprise 
an "unsubstantial" portion of its overall program, which by 
various inurcmcni tests is considered roughly 20 percent of 
its total operating budget (Henson, 1996). In contrast, the 
IRS does not restrict the nmoum of lobbying by 501(e)(6) 
organizations, except that its members cannot consider the 
portion of member dues allribiitahle to k^ibying a tax-de- 
ductible contribution. 

B(4h 501(e)(3) and 50 1(e)(6) tax-exempt designations are 
comiravn among hcallh groups. Many groups that apply for 
501(c)(6) status to provide llcxibility in their political pur- 
suits also have companicMi 501(c)(3) foundations to be eli- 
gible for the altraetivc tax-exempt benents, e.g.. the Ameri- 
can Dietetic Association and (he American Dietelic Asso- 
ciation I'oLindation. Many health-related organizations such 
as the .American Medical As.soeiniion (AM A) have formed 
P(4ilieai Action Committees to enhance their political cflcc- 
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li\cncss. AMA's political action committee, AMF^\C\ was 
formed in . "to adxance the goals of medicine at the fed- 
eral le\cl b\ supporting candidates v\lio share basic phi- 
losophies and similar \ iews on health care issues” (AMA.org). 
.AMP.AC is solely supjioried by \olunlaiy. non-dues contribu- 
tions by members from the slate le\el up. 

In addition to fonning PAC’s. many of the larger better es- 
tablished health groups operate go\crnmenl relations depail- 
ments that include registered lobbyists. Aecordingio the Lob- 
bying Diselosure Act of 1995, a lobbv ist is a person paid b\ 
another, whether a client or emploxer to make lobb\ ing con- 
tacts, unless that person spends less than 20 percent of his or 
her lime on lobbying aeli\ ilies for the emplo\ erora pailieular 
clients during a six-moiilh period (Ballanline & Ross, 1996). 

\ lobbying conlael is an oral or written communication witli 
members ofC'ongress. congressional slalT. or political appoin- 
tees or other senior e\eeuti\ e-braneh olVieials regarding fed- 
eral legislation, federal rules or regulations, the administration 
of a federal pn^gram or policy, or the nomination or eonllrma- 
tion of a person subject eonfirmalion b\ the Senate. Lobb\ ing 
aeti\ ities are broadly defined to include an\' lobbying contacts 
with persons co\ered under the Lobb\ing Disclosure Act of 
1995. as well as an\ preparation, planning or research, and 
background work originally iincndcd forii.se in contacting there 
persons. If lobb\ ists make lobbvingcomacls. they must regis- 
ter under the Act and report infoniiation about the coiuacts to 
the Internal Re\eime Service and information abi>ul any lob- 
bying acti\iiics. If a person engages in lobb\ ing without con- 
tacts. howexcr, no registration or reporting is required 
{Ballanline tV: Ross. !99o). 

In addition to the legal issues governing the anunini id'po- 
hlieal aelivitv an organi/ati<»ii ma\ undertake. man\ other eon- 
sideralii^ns w ill atfeci a group's poliev ad\oeae\ imolvcmcni, 
''Ueh as; 

• lUidgel - Amount (d'funtls committed to ad\ ivacv \ cimis other 
iTgani/ational priimlies: 

■ ( )nice laK'ation - .Acccssibilitv to pt^licv makei>, whieli ma\ re- 
quire having a siileilile oifico if the oigani/aiion is not headquar- 
tered in Wasliington. IX' or state kval seat id'gmenimcni; 

• Sialfing - l-mploving lobbyisUs) i^r trained governmem re- 
lations siaiVio maintain ongoing eoiitaeis with policymakers 
and their staffs, monitor legislalum and policies, draft posi- 
tions on proposed legislation based on organi/aiional pidiev. 
plan and implement strategies to inlluenee pohev. t(M*m coali- 
tions. etc,: 

( hgani/aiional Simcuire for Policv Development - C'larifving 
the role of advivaev wiiliin the oigani/aiion's mission and strate- 
gic plan and establishing internal simcturcs coniniiltees lor devel- 
oping residutioii'- or other pajvis to guide organi/aiional [V^liev ; 

■ ( oiiimunicalion Support - IX'veloping a communications plan 
w iih meml>eis. ( ‘ongross. the media, and general public \o support 
ihe aiKiK.*acv goals, and 

• XdvtK'aev Pnoniies - Ideniilving vvliat issues are impt^rtani to 
ilie orgaiii/aiii^ifs Icailersand membeixand making strategic deci- 
sions ahiuit which issues to pin-sue (< loldcn. 1996) 



One of the most difTieult but important tasks for any asso- 
ciation is establishing priorities among the myriad of impor- 
tant issues related to its mission. To help set priorities, it is 
V ital to conduct an env ironmental scan on each potential is- 
sue that includes information on the: I ) importance of the 
issue to die organization and its membership; 2) economic, 
social, environmental health or other impact of the propo.sod 
issue: .') existing scicncc-basc supporting the proposed policy 
or i.ssuc: 4) cuiTcnl organizational resolutions or policy .state- 
ments on the issue; likelihood of being successful at this 
lime on the issue given the current political cliiiiaic; 6) na- 
ture of the opposition to the organization's stance; 7) avail- 
ability of resources needed for success: and S) organizational 
allies on the issue or groups vvliieh might be contacted to 
form coalitions. .Although the authority or process for se- 
lecting advocacy priorilic.s may by association, each 
group'> llnal list of priorities should be congruent w ith its 
mission and strategic plan ((ioldcii, 1996). 

The Tvo/vins: of Ai/vociur in Ucidth Edueation 

Prior to ilic social movements ancciing the latter pan of 
this centuiy, iioalih profc-ssional organization> in general otlcii 
subsumed an indirect role in policy advocacy, c.g.. serving 
as ail infoniiation resource for legislators or providing ex- 
pert lesliiiioiiv. One of the most notable examples was in 1976. 
w hen the Society for Public I leallli L.ducaiion's (SO PI ID Presi- 
dent. Dr. William (Irifnilis, prc.scnted testimony to llie 
President's C'onimilleo on Health 1‘ducation. the Task l-oree 
on Health I ducation, and the Policv C'ominillcc of the Na- 
lioiial (.'cnlcr for Health 1-dueaiiiMi Project (lilooni. 1999). 
f')ireei lohbving for political candidates or legislalimi gener- 
allv was viewed as a more appropriate role for trade asM>eia- 
lions, rather than seieiiiific professional groups. 

Social movements in the 1 960s and 1970s evenluallv led 
to eiiacimeiit of legislation calling for increased direct citi- 
zen participation in the deeisiim-making process (Sehwarlz. 
Cioodiiiaii. & Sleekier. 1995). Bv the late 1970s. articles in 
SOPHi 's jnurnal. Health Echu atitm Oiuutcriw and other 
pndessional publications began t(^ recognize policv advo- 
caev as a form of health promotion and callctl for increased 
participation of liealih educators in the political process. 
Over the next decade, research in the application of cci>- 
logical approaches to health education as well as the role nl' 
licalili educators in conimunitv coalitions led to further rec- 
ognition ol* health educators* ixdes as policv advocates. 
Writing about emerging rt>lcs lor health education in policv 
advocaev in I9S'’. Stockier. Dawson. Cloi^dman. A: fpstein 
concluded. "As members of a profession, health educators 
must actively endeavc'r to influence those policies that not 
cmlv tlcleniiine the kiml and itmoiint of resources alkieiiied 
for health ciiucation pn^granis. hut also consider the large 
policv fiaiiiewnrk uiulci which health ediieaiion is sub- 
sumed" (Stccklei <S: Dawson. |9 n 2. In 1905. a theme issue 
of Ihahh Eihualito) Onarterlv on "Policv ,\d- 
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vocacy Intcrvcniions for Health Promotion and Education", 
highlighted examples of successful environmental and policy 
interventions in cardiovascular disease, tobacco control, 
physical acti\ iiy, and other program areas (Schwartz, 
Goodman, & Steckler, (1995). 

The essential role of policy intcr\'cntions in health educa- 
tion programs e\ entually paved the way for changes in health 
education professional curriculum and the competencies 
expected of new health education graduates. Standards for 
the Preparation of Graduate-Level Health Educators enu- 
merated numerous advocacy-related competencies (see Table 
I) (American Association for Health Education, National 
Commission for Health Education Crcdcntialling, & Soci- 
ety for Public Health Education, 1999). A report commis- 
sioned by the Health Rc,sources and Scr\ iccs Administra- 
tion, '"Health Education in the 21st Ccnluiy/," identified ad- 
vocacy as one of four critical areas for impro\'ing graduate 
education in the next millennium (Merrill ctal., 1998). Policy 
advocacy is also cited as one of the critical areas for future 
education and training of the public health education 
workforce (Allegrante, Moon. Auld & Gcbbic, 1999). 

Current Advocacy Roles of Health Education Associations 

With the increased recognition of adv ocacy in the profes- 
sion and practice of health education, today most health edu- 
cation groups include a specific reference to policy involve- 
ment in their mission statements or organizational goals. 
Many groups have offices in or near the nation's capital to 
facilitate their inv olvement: American Association for Health 
Education. Association Public Health Association (APHA, 
which includes the Public Health Education & Health Pro- 
motion Section and the School Health Education and Ser- 
vices Seetion), Assoeiation of State and Territorial Directors 
of Health Promotion and Public Health Education, SOPHE. 
and the Society of State Directors of Health. Physical Edu- 
cation and Recreation. Although SOPHE w as headquartered 
for more than 45 years in New' York and California, the So- 
ciety relocated to Wa.shington, DC in 1995 explicitly for the 
purposes of increasing its policy adv ocacy efforts (Bloom. 
1999). The American School Health Association, based in 
Kent, Ohio, retains a part-time rcgi.stercd lobbyist to repre- 
sent its views in Washington. DC. 

In addition to organizing individual advocacy cfTorls. of 
health education organizations have been working eollec- 
tively since 1972 as part of the Coalition of National Health 
Education Organizations (CNHEO) (Table 11). The pur- 
pose of the C’NHEO is to ‘"facilitate national lev el coordina- 
tion, collaboration, and communication among member or- 
ganizations; provide a forum to identify and discuss health 
education issues, formulate and take action on is.sucs affect- 
ing the members' interest: sene as a resource for external 
agencies: and serve as a focus for the collaborative explora- 
tion and resolution of issues pcriincni to professional health 
educators (Coalition of National Health Education Organi- 



zations, 1999). Recent examples of political issues that the 
CNHEO has addressed on behalf of the health oducaiion 
profession include tobacco legislation, I Icalihy People 2010. 
proposed regulations for identifying health educators as part 
of the Standard Occupational Classification (SOC) used by 
the Departments of Labor and Commerce. 

All CNHEO members have adv'ocacy committees or 
mechanisms in place for issuing action alerts to their leader- 
ship and members as w'ell as resolution processes to form 
the basis for their political positions. The availability of elec- 
tronic communications, including websites and lisl.scrves, 
has greatly enhanced the timeliness of groups' political re- 
sponsiveness and helped ease financial barriers of ad.v'ocacy- 
focuSed communications programs. Advocacy priorities span 
the broad range of issues from funding of research in the 
behavioral and social sciences, to cducation/lraining of fu- 
ture health educators, to appropriations of major health pro- 
grams (e.g.. Centers for Disease Control and Prev'ention, 
Health Resources and Scrv-iccs Administration. National 
Institutes of Health). 

In 1995, the CNHEO and the National Commission for 
Health Education Credenlialing. Inc. sponsored an invita- 
tional meeting in Atlanta. "The Health Education Profession 
in the Twenty-First Century: Setting the Stage" to addrc.ss 
the future of the health education profession (National Com- 
mission for Health Education Credenlialing, lnc„ & Coali- 
tion of National Health Education Organizations, 1 995). Ad- 
vocacy emerged as one of six priority areas, with partici- 
pants identifying 15 actions needed w ith the profession and 
14 actions needed cxtcnial to the profession to move it into 
a significant role within the United States (See Table 111). 
Many of these advocacy goals arc being addressed, in part, 
through sponsorship of an annual Health Education Advo- 
cacy Summit. 

The First and Second Annual Health Education Advocacy 
Summits were conducted during the spring of 1998 and 1999. 
The Summits prov ided health education organizations the 
opportunity to come together for the first lime to develop a 
common advocacy agenda and to collectively advocate for 
these issues on Capitol Hill. They also prov ided the catalyst 
for participating groups to subsequently provide training, 
materials, and other resources to their leaderships, members, 
and chapters on key health education issues. This has been 
accomplished through special sessions of the groups' annual 
meetings, newsletter articles, web pages, and targeted mail- 
ings. Particularly exciting is the role of students and new' 
professionals from Eta Sigma Gamma in the Summit and in 
encouraging grass roots follow -up through its chapters. The 
Summit provides the students an opportunity to "practice 
what is prcaclicd" in the classroom. 

Support for the Summit grew from 1998 to 1999. both 
financially and in tenns of the number of participating orga- 
nizations and appears to he gaining momentum for future 
years as an ongoing mechanism for the profession's advo- 
cacy goals. The Summits also hav c helped forge new part 
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iK'rships and coalitions with organizations such as the Na- 
tional Education Association, En'cctive National Action for 
Control ot' Tobacco, the Campaign for Tobacco-Free Kids, 
and the Centers for Disease Control and Prevention Coali- 
tion. Planning is now underway for the third Health fiduca- 
lion Ad\oeacy Siimmil in March, 2000. 

Health education organizations ha\ e also made significant 
progress in recent years in tenns of dc\'cloping external sys- 
tems to influence public policy and afTecting policy changes 
in support of health education. Almost all groups have had 
input into broad policy-related documents such as the pro- 
posed “Healthy People 2010 Objectives.*' which, in part, 
provide the basis for policy and resource allocation at the 
slate and local levels. In 1997-98, SOPHF. spearheaded an 
efTort invohing the C'NllEO to obtain recognition by the 
Departments of Labor and Commerce for tlic distinct occu- 
pational classification of “health educator." which was a 
major \icloiy (Aiild, 1997). For the first time, the federal 
go\emment and slates will begin gathering data about the 
geographic distribution, salaries, and other essential data for 
the profession. In addition, ASTDHPPHE, SOPHE, and 
SSDHPER are collaborating on a Public Health Education 
Leadership Institute, a year-long program to develop leader- 
ship skills of their members (Capwcll, 199S). 

I'uiiuv C lull lenses 

Although health education organizations have made sig- 
nincanl advocacy strides in recent years, many challenges 
are aliead for the 2 1 cenliny. First, health education groups 
must ha\c a sustained presence on Capitol Hill, not just a 
barrage of visits once per year. Relationships built during 
the Summits with Congressional representatives and their 
staffs must be sustained for long-term political impact. Sec- 
ond, the groups need to narrow and belter focus their annual 
political objectives. Although there arc many woilhvvhilc 
public health issues, taking on loo many complex and dilTi- 
ciill issues only decreases the likoliluHHl of political victory' 
on any one of them. Third, health cdiieaiion associations 
need to expand ways of effectively mobilizing their mem- 
berships “outside the beltway" (including chapters, regional 
groups, and districts) and continue developing their advo- 
cacy skills. Likewise, such groups must encourage mem- 
bers lo run for leadership positions or political ofllccs at the 
local, stale, or national levels. Ciirrenily. a formally trained 
health educau^r. Robert Patton, is serving his second term in 
the Tennessee legislature. Fourth, health education groups must 
continue advocating for funds to expand the research base of 
the health education discipline. A richer seicnec-basc on the 
clTcclivcncss of health education intcrv’cnlions will, in turn, 
strengthen our arguments for health education programs in 
Congress. Finally, because the occupation of health educator 
and the issues important to the profession arc still relatively 
obscure to policymakers, health education organizations must 
make a long-term commitment to advocacy. They 



must budget the financial and human capital to maximize 

the effectiveness of their advocacy efforts, while still acting 

within IRS restrictions of their tax-exempt status. 
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What Legislators Need from Their Constituents 
Regarding Advocacy Efforts: 

A View from the Inside 

Louis Patrick Crocco, Esq. 



Acktun\ied}^emeiU: given only minimal crcdibiliiy. 

The cuithor wouiti Hkc to chkm}\\'}cil<ic the assiskunx' itf Sfs. In addition to being thorough, ad\oeales musl be fully 
Loric Retail, and t)r. Samuel H'. Monismlth i)i the awareofhowalcgislator'sconstitucncyfeclsaboullheis- 
eiuieepmalizution and preparation of this manuscript. sue at hand and ihe likelihood that proposed legislation will 

be enaeled. A legislator may not be able to support an 
Ifa tree falls in a forest, does it make a sound? This ques- ad\oeale's eflorts if tl'.e issue has little ehanee ol passing or 
tion has been debated for years iu philo.sophy elasses across i* the public \ iews it in a negative light. This is the simple 
Anienca. Perhaps the true answer is that nobody realK eares. reality because elected otlieials are acutely in-lime with the 
riie same answ or ma\ hokl true for those L'.S. cili/ens who public s w ants and needs, especially ol those wants and needs 
w ant to ha\ e their \ oiees heard; howe\er. do not find it nee- ot the \ oters within their constituency. For example, health 
cssary to \ote. 7‘he simple reality is that those w ho do not issues are currently on the minds ot the public. Therefore, 
vote have a dilficiilt time justifying their causes. Their mes- ‘in advocate ot any health-related issue operates with a dis- 
sages carry little weight. perstm who is a voter, however, linct advantage in being given a forum with a legislator, 
and who is determined to make a difference, can be heard. Advocates musl distinguish between the voters and the gen- 
\dters who spearhead advocacy elforts can be effective if eral public because, in reality, legislators serve the voters, 
thev become fullv aware of what legislators need frcmi con- The actiems of legislators are based on this fundamental 
stituenis. Therefore, in order for advocates to bvpass un- premise. As a result, legislators make an ongoing effon to 
necossaiy pitfalls and to make a true impact, they musl fol- determine exactly what v oters want. HfTeetive adv ocates musl 
low two basic rules: do the nccessarv homework and plan understand this concept and tailor their messages in a way 
ahead. ihat presents a “win-win" scenario to the legislator. In other 

words, the advocate musl say. “This is the issue I am advo- 
I)o the Wxessarv Homework eating. This is vvlial your opponent thinks: however, the 

people in your district and across the country want this. .A 
As Fvecuiivc Oirector of the Pennsv Kania I louse of Rep- huge perceniage ofvotcrs in your legislative district feel this 
reseiuaiives Majority Policy C'ommiltee. I have w itnessed a You should too. If you make this pan of your plat- 

number of eflective advocacy efforts that have made an im- ibrm, we will both win. The presentation of a "win-win 

pact on legislation and policy formation. In the vast majority situation often works, because, after legislators determine 
of eases, however, the good intentions of those intercessors or are made aware of how voters feel about a particular is- 
were ignored because thev simply were not fully informed sue, they are held accountable to their employers, the voting 
about the issue for which they were fighting. Advocates must public. 

understand the hisioiy id'an issue and be fullv aware of po- Advoeaies who educate ihem.seives about how a 
litical and publie perception regarding the issue. In addi- legislatures constilueney feels olten actually provide the 
tion, advocates should be able to evplain how other legisla- legislature with a service. Legislators need ihe benefit of 
li>rs and legislali v e bodies hav e acted tm the i.ssue in the past. elTeetive adv oeacy to supply them with Insight into the v ot- 
Additionallv. adv(>cales only waste time ildhey simplv com- v'rs perspectives about certain issues. In addition. adviK'ates 
plain about the problem \o iheir legislator. Instead, they w ho pre.scnt a legislator with such information exercise eon- 
should be professional and ctmeise Thev should alsC) base stitutioiiul Ireedom and assure that government is acting for 
their sidutions on political realities rather than on “pie in the fhe people. 

sky" dreams. Only adv oeates with a I'oeused message w ill Adv ocates should also research the legislator s background 
rise above the rest and make a significant ditVerence. l.egis- in at least four di.stinet areas. First, advocates must derer- 
laiors are bombarded vv jih a vast amount of infomiaiion daily, mine vvhether a legislator is a "freshman or a “seasoned 
.\dv ocates musl be prepared to be cimcise and inibrmaiive legislaior. Freshman legislatm's may still be a little tentative, 
when presenting the issue at hand. Oiherwisc.Their eon- simplv because they lack seniority and experience. Seasoned 
cerns regarding a particulai I.ssue mav go unnoticed, or be legislators, on the other hand, mav be nearing the end of 

^ ^ II CUU 
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their legislative careers, and feel the need to do something 
dramatic for their political party. 

Second, advocates must know a legislator’s internal posi- 
tion within his or her caucus. Advocates need to ascertain 
whether or not a legislator is in a *‘swing district/’ In some 
instances, legislators have a great deal of power and control 
in swing districts. This occurs when the balance of power in 
a district can literally swing in either the Democrat or Re- 
publican Party's favor. Consequently, a swing district legis- 
lator may influence a particular party and determine which 
party controls a legislative body. 

Third, advocates must become aware of a legislator's past 
and personal life. For example, if the legislator had been a 
physician or a nurse before entering into politics, approach- 
ing him or her about health care issues may be more benefi- 
cial to an advocate than approaching a legislator who has no 
medical background. By exploring a legislator’s background, 
an advocate may determine that a legislator has children; 
therefore, issues concerning children may be near and dcai 
to that person’s heart. 

Finally, advocates should determine on which committees 
a legislator serves. Service on a particular committee may 
influence a legislator’s views, and those influences may aid 
advocates in their cause. Committee membership can play a 
huge role for legislators, and for advocates in their constitu- 
encies, regarding issues that are under their legislative com- 
mittee jurisdiction. 

Plan Ahead 

Whether it is a trip to the beach with the famih or a speech 
in front of a crowded room of colleagues, in order for these 
events and all events in life to be successful, common knowl- 
edge tells us that a plan of action is always needed. As an 
attorney, as the Executive Director of the Pennsylvania House 
of Representatives Majority Policy Committee, and as a hu- 
man being, I have always found that it is necessary to plan 
ahead. 

It is no different in this case. Advocates planning to have 
their voices heard should plan to communicate a solution to 
the legislator in a way that the legislator can pass it on to his 
or her constituents. Advocates can do this by defining their 
message in a way that is palatable to the legislator and to the 
public. For example, one issue that is a continuing presence 
in the Pennsylvania Legislature is School Vouchers. As the 
old maxim goes, “it's all in the presentation." One message 
an advocate could communicate about School Vouchers is 
to say, “Public school teachers and their unions arc not do- 
ing a good job educating our children." A second, and more 



acceptable message, would be, “Wc want to give students a 
chance and parents a choice." The second message presents 
legislators with an effective way for them to communicate 
the message to voters. Regardless of the issue at hand, ad- 
vocates should plan to meet with the legislators or a member 
from the legislators’ staff, and plan long-term, working rela- 
tionships. 

Advocates should al.so plan to make every effort to per- 
sonally meet with legislators, either in their district or capi- 
tol office. Often times, these types of meetings are difficult 
to arrange, simply because the extreme demands and time 
constraints placed on legislators make meeting with advo- 
cates logistically impossible. Advocates should take advan- 
tage of any opportunity to meet with someone on a legislator’s 
staff. An “all or nothing” attitude on the part of an advocate 
will not advance any cause. Even a nibble from the legisla- 
tor or a member of his or her staff might turn into an entire 
meal later. Perhaps a rule of thumb for advocates is to settle 
for less than they had originally planned and always ask for 
more than they need. 

During meetings with legislators or their staff, advocates 
should plan to take ample notes. In addition, after the initial 
meeting, advocates should follow up with a telephone call 
and a letter reiterating what was discussed and what the leg- 
islator or legislator's staff promised. Such communication 
v.ull help establish the desired strong working relationship. 

Another type of working relationship advocates should 
seek is to build alliances with other people or groups who 
arc advocating the same or similar positions on local, state, 
or federal levels. The synergy that is created by alliances 
dramatically increases the impact of the message on a legis- 
lator or a legislative body. 

As Ralph Waldo Emerson once wrote, “Nothing is at last 
sacred but the integrity of your own mind," This means 
people can have a great deal of self-respect if they fight for 
what is right-if they want to have their voices heard. Those 
who desire to be heard-lo be advocaies-miist set their own 
standards; how'cvcr, doing the necessary homew'ork and plan- 
ning ahead will help their voices to be heard by those whose 
attention they seek. In my experience with the Pennsylvania 
Hou.se of Representatives. I have found that only those who 
truly put forth the effort required to do their homework and 
plan their communications have voices loud enough to be 
heard and to make a difference. For those voters w'ho arc 
interested in what legislators need from constituents, fol- 
lowing these suggestions regarding advocacy efforts docs 
not ensure that every advocate's voice w ill always be heard; 
however, these tips may help truly committed advocates to 
achieve their goals. 
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Youth Advocacy: The Florida Tobacco Prevention Model 



David R Foulk and Stephen A. Rollin 



SB: The Auihors wnuUl tike tu vcca^nizv the i unfrihufion of\ terlyn 
Sntarf tn the ck'vdop/ncnf of this paper. Ms. Smart has a masters 
<.le^ree m Ueafih I:((ncation anti is currently a PtfD stiulcni in the 
EBucutionai Research Depart meat of the CtAle^e of Education at 
Elorida State i'rhversity. 

Through iho Florida Tobacco Pilot Program, in an attempt 
to create an awareness of the dangers associated with to- 
bacco and tobacco products, the state of Florida embarked 
on a statewide plan of action. Throughout Florida, a major 
concern regarding the health of youth has led to the initia- 
tion of the Florida Tobacco Pilot Program. The extent of 
tobacco addiction among youth, and the effects of these prod- 
ucts on the health of youth, ha\ e been ignored and replaced 
by advertisements that ha\e all glamorized tobacco and to- 
bacco products. 

The initially coordinated elforis against tobacco in Florida 
under the aegis ofthc Tobacco Free Coalition were founded 
in 1^S)3. These eflbrts were further boosted in 1994, with 
the receipt of one of nine states’ grants offered by the Robert 
Wood Johnson Foundation for Smokeless States. This grant 
was helpful toward the formation of 25 county coalitions. 

In August 1997, the late Governor of the State of Florida. 
Governor Law ton Chiles, was \ictorious in his negotiation 
in the w ar against the tobaeco industry'. This \ ietory resulted 
in a landmark settlement of Si 1.3 billion with the tobaeco 
industry. This agreement was representative of the 
Go\cmor's relentless ads ocaey for the health of children. 
The settlement also included the most stringent prohibitions 
e\ er imposed on any agency concerned w iih advertising and 
marketing to youth. Of the monetary' concession allotted, two 
hundred million dollars w ere earmarked to fund a pilot pro- 
gram. The primary’ goal of this eflort w’as to attempt to re- 
duce tobacco use among children and adolescents. 

Adults have for years come together to determine what 
problems exist within the community that put our youth at 
risk for poor health development. We have also for years 
come together as adults to determine what the best course of 
action to correct the existing problems. Finally, when we 
have determined what is wrong in the community and what 
will put it right, we have come together to determine an imple- 
mentation plan to assure proper execution of our plan. Re- 
sponding to the plain need to address these trends, govern- 
ment at all levels has mounted efforts over the past 30 years 




to deal more constructively wdth issues of youth develop- 
ment, family and education. For a number of reasons, these 
initiatives have enjoyed limited success: 

* First, ideological differences over value-laden aspects of 
youlh development, such as character education, moral train- 
ing and sex education, keep people apart... 

*Sccond. traditional intervention schemes fail to acknowl- 
edge the inter-related problems of youth and families,... 
*Third, the community-based collaborative initiatives that 
have sprung up in the vacuum of govenimcntal inaction have, 
themselves, failed to generate more than superficial, public- 
ity-oriented results. (Hancock, 1994, p. 139). 

With this observation as a backdrop, Florida’s governor 
Lawton Chiles directed that the Florida Tobacco Pilot Project 
be conducted in a way that guaranteed the active and mean- 
ingful participation of youth and that all programs have a 
youth orientation. The role of adults was largely to facilitate 
youth and to develop and implement programs developed 
and approv cd by youth. The structure that allowed this pro- 
cess to be implemented was through a youth board of direc- 
tors that represent a v aricty of constituencies throughout the 
state. This board of directors meets on a regular basis to 
establish priorities for Florida’s fight against youthful to- 
bacco use. The establishment of SWAT (Students Working 
Against Tobacco) provided the field troops for this w'ar on 
tobacco use by youth. SWAT established a number of pro- 
gram initiatives, the most prominent being the advertising 
blit/ against tobacco u.se by adolescents. The evaluation 
component of the Tobacco Pilot Program at the University 
of Miami determined that the overall impact of SWAT's 
media campaign against tobacco resulted in a 1 7% decline 
in tobacco use in a one-year period. This represented a de- 
cline in tobacco use that was unprecedented in the 30 years 
since the original report ofthc Surgeon General’s Advisory 
Committee on Smoking and Health (Luther L. Terry, M.D., 
1964), until the 1994 report on preventing smoking among 
young people (U.S. Department of Health and Human Ser- 
vices, 1994) on smoking and health. Compared to the find- 
ings in Doi and DiLorenzo’s study, (1993), the Florida To- 
bacco Pilot Program results are again outstanding. “Initia- 
tives focused primarily on youth are caught up in the politics 
of advocacy groups that polarize issues and divide commu- 
nities. The result is either grid lock, where interest groups 
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block responsible action, or weak initiali\cs rcp lcrcd im- 
susiainable by lack of broad commanity commiimenl; such 
projects arc killed as political majorities in legislatures slitfi 
and constituencies for urban action lose power. . (Hancock, 
1994. pp. 140-141) 

The Tobacco Industry settlement has resulted in many 
states throughout the counliy initiating programs aimed at 
either the pre\cntion of tobacco use among youth, or at the 
cessation of smoking among young people. Example.s can 
be identified in w liich the slates have begun cflorls that help 
to empower youth in their battle against “Big Tobacco." 

In Minnesota 

' “Senate Majority Leader Rop.er Moc‘s (D) proposal calls 
for a S655 million trust tuna aimed at preventing young 
people from smoking," (Minneapolis Star-Tribune. Janu- 
ary 21, 1999) INCLUDE in Reference 

In Missouri 

■ “I ask you to cslablisli a Tobacco Settlement Trust Fund. ... 
Its purpose w ill be to prcser\ e these funds for future in\esi- 
ment to support anti-teen smoking initiatives and to im- 
proNC...." (Govenior Mel Carnahan [D], State of the States 
Addrc.ss. January- 20. 1999) 

In Washington 

- “The Governor also proposed using the tobacco sciilemcni 
to establish a SI 50 million endowment fund to supplement 
intensifying national efTorts to help smokers quit and con- 
vince young people not to use tobacco." (Press Release 
from Cio\cmor Gaiy Locke [D], December 2. 199S) 



Compared w ith these staled ctTorts. Florida's anti-tobacco 
initiati\ cs .seem to be dircciK focused, in that Florida's anli- 
lobacco etTons ha\e pi\oled around the goals as identified 
by the Florida Tobacco Pilot Program. One such goal is to 
empower youth to load community iin olvement against to- 
bacco. Organi/aiions and institutions w orking cooperatix cly 
w iih the Florida Tobacco Pilot Program ha\ e .set this goal as 
a prionly in their re^pccli\c communities. The Florida To- 
bacco Pilot Program has used \'Outh ad\ocacy training lo 
etTecli\ely accomplish the priority of empowering \oiith. This 
training has been addressed mainly through three of its fi\c 
components; 

• lidticaiion and Training 

• Youth Programming ik C'ommunity Partnerships 

• Marketing & C'ommunieaticms 

\\ ilh the help of varied agencies and organizations and 
through these components, the Florida Tobacco Pilot Pro- 
gram has concentrated its cfToris on promoting youth ad\o- 
eacy in order lo heighten ytuilh awareness of the role they 
could perfonn in changing public policy. Through planned 
acli\ ilics and hands-on experiences pro\ ided by these orga- 
nizations. the Florida Tobacco Pilot Program has been able 



to encourage acii\ ism among teens in their anti-tobacco com- 
bat. Many organizations and agencies ha\e been inslinmen- 
tal in assisting lo host Summit Conferences, at which teens 
ha\ c received training in .several rcle\ant areas. 

With emphasis on youth, during the two-years of the 
Florida Tobacco Pilot Program, planners ha\e organized 
many youth-related activities. From these acti\'iiies the \oulh 
of Florida have gained a di\ersiiy of experiences. The.se ac- 
tivities ha\c also gi\ en rise to permanently formed groups, 
and through these groups, the trainees within the Florida 
Tobacco Pilot Program deliver training programs and expe- 
riences that arc required to empower the teens to be success- 
ful against “Big Tobacco." 

Students Working .Against Tobacco (SWAT) has been 
one of the primary^ groups formed. Through the formation of 
this group, the young people of Florida have been empow - 
cred lo engage in struggles that protect their generation from 
the dangers of tobacco. With their motto: “Defenders of a 
generation," SWAT members ha\c been deli\ering power- 
ful messages to their peers about their rebellion against “Big 
Tobacco's" manipulation of \ouih. The existence of the 
SW.AT group has gi\ en teens the opporliinil\ to pro\ ide lead- 
ership and direction. Ha\ ing reprcscnlalix cs from all 67 coun- 
ties w ithin the Slate of Florida has facilitated communica- 
tion for planning their ad\ocacy activities and for working 
with adult members. The formation of the SWAT group has 
pro\cn to be a catal\ st in the Florida Tobacco Control's ef- 
forts at acliicsing the goal of empowering the youth. The 
working relationship between youth and adults has provided 
.support for teen.s, as well as examples ofclYectise and elTi- 
cicni management. Representati\ cs of SWAT have been pro- 
\ided w ith the skills that they could conlldcnily u.sc in for- 
mulating policy and implementing new programs in their 
communities. SWAT is \oulh-led and youth-directed in its 
anti-tobacco iniiiati\es. It is. therefore, easier lor the teens 
to disseminate the messages tliai they lva\e created, and 
lo suecessfiilly reach their peers. 

Through the cxcciilive leaders and coordinators of 
SWAT, both the youth and adult population throughout 
Florida are constanth made aw are of the naiure and pur- 
pose of their anii-iobacco campaign. Through the de\ el- 
opment of relationships with \ arious organizations w iihin 
their eommunities. SWAT members and coordinator.N ha\e 
been able to incorporate members from multicultural 
dubs and minority sports organizations who share simi- 
lar concerns. 

Teen Summit 1 and 2 ha\e been two iiitensi\e train- 
ing programs that were planned for teens by the I'lorida 
Tobacco Pilot Program. The first Summit helped to em- 
pow cr the teens to de\ clop programs. It w as at this conler- 
ence iliat the teens were gi\ cn the opjX)itunity lo de\clop a pro- 
gram t)f training, and lo gi\e a tuime to the group b\- which the\' 
now operate. The second Summit pro\ idcd the oppoaunity for 
the iccn leaders to hold rallies, and to enable the participants to 
attend sessions that could assist them in becoming more pow - 
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crtul iHi\ociUc>- At this Summit, equipped with their Taith 
Campaign, the teens at Summit 2 were aware (hat the niain 
goal was to inform and empower. The planners, on (he other 
hand, had as their main objecti\e, that of pro\ iding youth 
with the training necessary to initiate ad\oeacy acti\’ities in 
their communities, 

Tlie sessions at the second Summit were designed to equip 
the teens with the skills necessar\' for: 

1 . fighting tobacco advertiscmonl, 

2. developing a local smoke-free dining guide for restau- 
rants in their neighborhoods, and 

,V communicating before the legislature about the prevalence 
of teen tobacco use. 

limphasis during Summit 2 was placed on youth advo- 
cacy. The presenters, therefore, engaged tlie teens in situ 
tive activ ities that enabled them to e.xpcricnce the sucec.^s 
that is necessary to build confidence and dev clop leadership 
skills. This focus on adv ocacy has helped to develop a height- 
ened awareness that could motivate teens into accomplish- 
ing the mission of SWAT. Subsequently, the teens have had 
the oppoilunity to implement some of these programs in sev - 
eral counties throughoiil the state, u.sing the skills with which 
they liavc been equipped. 

A great pan of the youth training planned by the Florida 
Tobacco Pilot Program ha ; also included media training. In 
the media training sessions, the teens are prov ided with ex- 
periences to enable them to excel at media comnumicalions. 
’fhe teens have, therefore, been giv cn the opportunity lo pre- 
pare and deliver messages using dilTcrenl types of media, 
These training sessions have been planned to empower the 
v outh to develop their own capabilities of persuasion and 
enhance (heir ability al helping lo convince others of their 
own opinion. These authentic experiences lo which the teens 
have been e.xposed have helped them lo realize the etTecls 
that media advertising can have on popular opinion. In turn, 
(hey develop greater awareness that tobacco advertisements 
they view are only a means of manipulation and deception 
by the industries involved. 

Community Partnerships represcnls another conlribu- 
lion lo the youth tobacco prevention and cessation campaign 
within Florida. In these initiated programs and activities, 
voimg people have been enipovvered to work with their peers 
and adults al school and community levels within the state. 
Thus, the role of the youth who participate in these aetiv ilics 
is lo persuade other teens lo reject being targets of manipu- 
lation from tobacco adv ertising messages and lo resist pres- 
sures from peers w ho try to encourage them to use tobacco. 

fraining sessions have been used lo provide the tools and 
skills that teens would need to change public policies in their 
own communities. The teens have been allowed lo partici- 
pate in activities that involve procedures related to county, 
city, and other Icgislativ c procedures. Through difTcrent types 
of media, teens practiced reversing the process of manipula- 
tion. In addition, from training in hands-on an classes, teens 
have been shown that art can play a major role in the ma- 



nipulation of public opinion. Teens hav e become greatly 
aware of how' to make art influence social values in a posi- 
tive or negative way. 

School-Based Tobacco Kducation has prov ided teens of 
school age with information about tobacco. The knowledge 
vv ith which students have been provided through these pro- 
grams represents great power for the toons. Providing this 
information about tobacco to teens can heighten their aware- 
ness about making life decisions. In addition, this knowl- 
edge provides teens with the support they need to make de- 
cisions within their peer-group environment, and to bufTct 
social pressures they might encounter. The planners of the 
Florida Tobacco Pilot Program's campaign hav c realized that 
it is necessary that teens know all the facts related lo to- 
bacco. Tlicy have (licrcforc made these facts available, in 
order to empower youth to make independent and appropri- 
ate choices with respect lo tobacco use. 

Providing basic knowledge about tobacco and tobacco 
products could prove lo be quite powerful. Even greater 
power is given to the teens when they arc provided with 
knowledge about the laws concerning tobacco possession 
and the dangers of its use. The Florida Tobacco Pilot Pro- 
gram, through its School -based Tobacco Education programs, 
has been able to provide the required information, thus keep- 
ing a great percentage of the youth in the State of Florida 
safe, by altempling to turn llicm away from tobacco. These 
programs have also helped to empower the youth through 
development of character via moral and ethical education. 
With the training provided, students are also empowered to 
act as guides and mentors to educate their peers about the 
consequences related lo v iolaling the Slate's laws related to 
minors. 

SQUADS (Study, Question, Understand, Act, Debrief, 
Success) is yet another cuiTiculum-focuscd eftbrt of the 
Florida Tobacco Pilot Program. This program has been simi- 
larly developed to provide youth with the power of knowl- 
edge about tobacco and tobacco use. SQUADS is a youth- 
led tobacco control action program. Teens are empowered 
to create community scr\ icc projects for which they may 
provide leadership. These cfTons enable teens to focus on 
their own concerns about local control issues. This eflbrt 
has been initiated in St. Lucie County where a group of adults 
had been identified lo ser\c as advisors and facilitators to 
the teens. The facilitators / advisors guide the youth into 
obtaining appropriate resources necessary for succcssfuliy 
implementing youth-led anti-tobacco efforts. The Florida 
Tobacco Pilot Program views SQUADS as an appropriate 
training program that could empower youth with the ability 
lo build relationships with community leaders and efTectivcly 
communicate through the media their various concerns about 
tobacco control issues. 

Virtual You is a part of the content sector included among 
the Florida Tobacco Control's multidisciplinary, multi-scn- 
sory, science resource materials provided at the website Sci- 
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cncc. Tobacco &. You. This Science. Tobacco & You project 
is a creation of the Center for integrating Research and Learn- 
ing at the National High Magnetic Field Laboratory at F'lorida 
Slate University. As part of its innovative cfTorts. Science. 
Tobacco & You has created the Virtual Town Hall, which 
provides students with experiences comparable to the Sun- 
shine State Standards. The Sunshine State Standards arc a 
collection of concepts, arranged by content area, which stu- 
dents are expected to know and understand as they progress 
through school. The Standards are only guidelines that tell 
teachers and parents what the students arc expected to know. 

The Virtual Yon experience empowers youth to learn about 
the ctToets that tobacco use could ha\e on the body over a 
period of lime, through the creation of a virtual self. The 
student is able to create the self, operate an MR! system, and 
\ ic\s images of the lung as atTecied by tobacco use. On his 
or her own, the student is also able to image vital organs and 
independently obser\ c the efTects that could result from the 
use of tobacco. 

Virtual Lab is another component of the Virtual Town 
Hall. In this laboratory' students have the opportunity to ex- 
plore the hands-on activities that they conduct during ses- 
sions using the laboratory' manipulative package and guide- 
books that arc provided. The experiences that they obtain in 
the laboratory' using data collected in their cla.ss sessions 
enable the students to directly obserxc and explore changes 
in physical ability as a result of smoking. In these sessions 
students have the opportunity of independently learning about 
the dangers of tobacco use. 

Other curriculum-based programs have been de\ eloped 
through the Florida Tobacco Pilot Program to assist in help- 
ing to empower the youth. The N-0*T (Nol-On-Tobacco) 
is a program developed through contract with the American 
Lung A.ssocialion of Florida and the Office of Tobacco Con- 
trol. N-O-T reprc.senls a teen tobacco cessation program 
developed by the Prevention Research Center of West Vir- 
ginia University and pro\ idcd by the American Lung As.so- 
cialion. The sc.ssions pro\ ided arc designed to assist the youth 
in dc\ eloping or increasing life-management skills. 

AI.so included among the empowerment efforts of the 
Florida Tobacco Pilot Program, are the Life Skills Training 
programs. These programs address the needs of middle and 
high .school students in identifying the primary' causes of sub- 
stance abuse. The sc.ssions also afford teens the opportunity 
to learn a combination of personal self-management and so- 
cial skills. The experiences also help to develop, to a high 
level, the overall personal competence of the teens, thus de- 
creasing their vulnerability to tobacco use. 

rewards No Ibbacco ('PNT) is a project of the Florida 
Tobacco Pilot Program. This project has been de\ eloped on 
the premise that youth are best able to resist tobacco when 
they have been empowered with the basic know ledge of the 
product, provided with skills to overcome social pressures 
to use tobacco, and, are made fully aw'are of the eoiisequeiiees 
of tobacco use. The Idorida Tobacco Pilot Program has de- 



signed the sessions so that the curriculum is administered o\er 
a two-week period. The focus of these sessions has been on 
improving listening skills, on building self-esteem and 
assertiveness, and on counteracting the persuasion that could 
occur through media and social influences. 

In addition to the lenching-leaming experiences aimed at 
empowering youth, the Florida Tobacco Pilot Program has 
designed Retailer Compliance investigations. These aciiv i- 
tics have been designed such that, conlniciing agencies recruit 
young people to assist in investigations. In these instances, the 
youth \ oliiniecr, imdcrpolice supervision is empowered to enter 
a retail tobacco dealer's premi.scs to act as a target, and to a.ssist 
in apprehending the dealer if he or she is found allempiing to 
retail tobacco products to the minor. 

Conclusion 

Based on \ icw's cxprcs.sed by evaluators of existing tobacco 
prevention programs, there are some principles that guide the 
development of any siicce.ssful program to present and reduce 
tobacco use. Among the guiding principles pros ided, is the 
necessity tT the program to address high-risk and diverse popu- 
lations. 

In order to meet the needs of these special populations, the 
planners and trainers with the Florida Tobacco Pilot Program 
have designed and disseminated nnii-iobacco infomiaiion in 
ways tiiey hope w'ill empower youth. To achics e this objective, 
the trainers bas e concentrated most of their elTorts on youth 
advocacy training programs. 

Harly in this paper a reference was made to the Florida To- 
bacco Pilot Program. Through its many carefully planned and 
well-implemented anti-tobacco initiatives, the program has at- 
tempted to make an impact on as many segments of its di\cTse 
population as possible through its main agency, SWAT (Slu- 
dems Working Agaiasi Tobacco). Using the concept of cm- 
pow'crmcnt as the principal strategy, agencies, organi/ations. 
and individuals, continue to work with teens throughout the 
State of Florida to ensure that they dc^elop the leadership and 
management skills needed to work as efl'eclive adsocates 
against the manipulation of “I^ig Tobacco." 
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Federally recognized American Indian tribes and Alaska 
Natives (AF'AN) have a unique relationship with the United 
States ofAmeriea. The provision of health services for AI/ 
AN occurs through a gov'cmment to government arrange- 
ment. The statutory foundations for health care and related 
health services for Al.'AN arc found in the following docu- 
ments: Commerce Clause of the U.S. Constitutlotn the Snyder 
Act of 1921; the Transfer Act of August 5, 1954; RL. 93- 
638, the Indian Sclf-Detcnnination Act, with subsequent 
amendments; and the Indian Health Care Improvement Act, 
R.L. 94-437, with subsequent amendments as a basis for 
maintaining and fulfilling trust, legal, and moral responsi- 
bilities of the federal government. It is this government to 
government relationship that is critical for the current 584 
federally recognized tribal governments to advocate for their 
members. 

Additionally, some tribal governments arc not federally 
recognized, but do have recognition by their respective state 
governments. There are still others that are struggling to 
regain any governmental recognition. As these tribes win 
their legal battles to regain federal recognition, their ability 
to advocate for their constituents greatly improves. 

There arc .several national member organizations that pro- 
vide a variety of adv ocacy roles for health care and related 
services. Information about the National Congress of Ameri- 
can Indians, the National Indian Health Board, the National 
Indian Council on Aging, and the National Council of Ur- 
ban Indian Health arc listed below; 

The National Congress of American Indians (NCAl). 
which was founded in 1944. is the oldest, largest, and most 
representative national Indian organization devoted to pro- 
moting and protecting the righls and interests of tribal gov- 
emments. The founding members of NCAl stressed the need 
for unity and cooperation among Indian .vcrnmcnis and 
people, for the security and protection of treaty anu sover- 
eign rights, and for the betterment of the quality of life for 
Indian people. NCAl has become the leading Indian mem- 
bership organization, serv ing a diverse network of nations 
with a combined citizenry comprising more than three quar- 
ters of the American Indian and Alaska Native national popu- 
lation (vvvvw.ncai.org., 1999). 

The Nation d Indian Health Board (NIHB) represents 
Tribal (iovemnients that operate their own health care de- 
livery systems through contracting and compacting, as well 
as those that receive health care directly from the Indian 



Health Service. NIHB is a non-profit organization that con- 
ducts research, policy analysis, program assessment and de- 
velopment, national and regional meeting planning, project 
management, and training and technical assistance programs. 
These services arc provided to Tribes, Area Health Boards, 
Tribal organizations. Federal agencies, and private founda- 
tions (vvvvvv.nihb.org., 1999). 

The National Indian Council on Aging (NICOA) has a 
mission *'to bring improved, comprehensive services to 
American Indian and Alaska Native ciders." The organiza- 
tional objectives arc communication and cooperation with 
scrv'icc provider agcneic.s and aging advocacy organizations, 
dissemination of information about available resources to 
the national Indian community, intercessions with appropri- 
ate agencies to ensure that elders have access to these re- 
sources. provision of information and expert testimony re- 
quested by C ongress, and serving as a national clcaringliousc 
for issues aftccting Indian elders (vvvvvv.nieoa.org.. 1999). 

The National Council of Urban Indian Health (NCUIH) 
organization provides national leadership scn'iccs for the 
over 55 Urban Indian Health Program Branch (UIHPB) pro- 
grams across the country'. "Founded in 1994, NCUIH is the 
only membership organization of Urban Indiana Health Pro- 
grams, providing advocacy, expanding resources, and creat- 
ing a "national voice” for Native Amcrican/Alaska natives 
living ofl' reservation. Appro.ximalcly 60% of Nalwe Ameri- 
can Alaska Natives live olT reserv ations in the United Slates, 
appro.ximalcly 53% of those in urban centers of cities. 
NCUIH, created by and for Urban Native people, addrcs.scs 
the changing needs, health and general welfare of Indians 
through advocacy and education” (vvvvw.his.gov/ 
nonmcdicalprograms' urban.' ncuih./homc.html. 1999). 

The Indian Health Service flHS) is the principle federal 
agency that advocates for American Indian health services. 
The mission of the IHS is to provide a comprehensive health 
services delivery system for American Indians and Alaska 
Natives with opportunity for maximum Tribal involvement 
in developing and managing programs to meet their health 
needs (U.S Department of Health and Human Services, 
1997). 

The Indian Health Care Improvement Act (P.L. 94-437} 
mentioned previously is due lor reauthorization in the year 
2000. Tribes from across the couniiy organized into a repre- 
scntativ'c National 437 Steering Committee to engage in a 
formal co*'sultation process. The participants included 
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clcclcd tribal leaders, tribal representatives, the IMS, urban In- 
dian programs, the Department oH leallh and Human Sen iees 
(spceitlcally, the I leallli Care I* inaneing Administration), and eon- 
grcssional sUifT. 

'I'his is the first time that tribes from across the countn^ have 
come together to advocate for tlieir health eoneems in concert to 
develop amendments to P. L 94-43~ in a consensus document. 
'Phis consultation puKcss started vv ith eaeh ofthc twelve 1! iS gctv 
graphie ttreas sponsoring meetings to gather eoneems fnmi pn> 
viders. patients, and local leaders. 

The next step was four regitMial consultation meetings, during 
vvhieh reeommondalions wore shmed. and a eonscnsus-building 
pnx:ess was developed among partieipants in order io eany for- 
ward a unified position for eaeh reeotnmcndation. Up(.>n eomplc- 
tion of the fourregional meetings, the Yafionaf Skrring CoDim/!- 
k\\ eomprised of two representatives from eaeh MIS geographie 
area, began their duties to plaee the reeommendalions into legisla- 
tive bill language for further a^mment by all the tribes across the 
country. (At the lime of this publication the con.sultation process 
has been completed and dmll language has been appmved by the 
Mafional S/CLTinij: C 'omwifkY. Additionally, comments from liibes 
aero.ss the countiy have been considered and doeumenled for in- 
clusion in the final dcx'umcm.) The entire prcKCss was not only 
very lime consuming, but also clearly demonstrciicd that tribal gov - 
crTimenls aiv delemiincd to improv e their ability to prov ide health 
serv’iecs and programs for all Indian people across the counuy. 

Theie arc man\- issues lbradvtxae>- for American Indians. Per- 
haps the next section of this dexument will lielp to explain whv' 
tribill govemmciiLs aa‘ ItKiking past their own histories of vvais 
against each other to unite in one v oiee to improv e the health status 
of all Indian people. 

The basis for tills adv exaey sums as historical mistreaimem and 
tippression. In the 500 years since the arrival of non-native people 
to the Americas, the indigenous peviple hav c exjK'ricnced: 

- gentxide, 

- sweeping epidemics. 

- forced acciilliinuion, 

- forced assimilation, 

- involuntary relocation and tlisplacement. 



- missionaiy eonqiiesls. 

- lack tifundeislnnding and aceeplanee ol'Tradiiional 1 lenling, 

- opprcs.sion of spiritual beliefs, and 

- swindled or tbreed forfeiture ofland. 

Tliese atrocities aic far reaching and remain as the major eon- 
iri billing factors for an enliie race of people w ho hav e the poorest 
health status of any poiuilation in the L'liiled Stales. 

In fiscal Year 19^)0, the 11 IS sen ice {xipulation vuis approxi- 
mately 1.41 million people. This serv ice population has been in- 
creasing at a rale of2.2 percent pcrycar (U.S. Department of! leallh 
and 1 Inman Seix ices [USDl I! IS], 1 995). The Indian ptvpulalion 
is younger, less educated, and pcxircr than the United Slates All 
Races population (Regional Dilferences in Indian Health. 1997). 

One leason for the youihfulness ofthc Indian jxipulalion is the 
laigLC proportion w Ixi die before age 4,5. Mo.st ofthc excess deaths, 
those that would not iiav e txeurred i flndian death rales w ere com- 
parable to those of the total population, can Ix' liaced to six causes; 
unintentional injuries, eirrliosis, homicide, suicide, pneumonia, ami 
complications ofdiabelesUf S. Department of 1 leallh and I lunian 
Serv ices & Public 1 leallh Scix ice, 19^)1 ). 

Disea,scs and causes ofdcalh among Indians in resen alioii Slates 
itxjay are diRerciil from those prev aleni tw ci generations ago. Car- 
diovascular disetisc has become the leading cause ofdcalh for Nall v e 
Americans ((jallovvay. Ck>ldlxTg, & .Aipert, 1999). The inervase 
ofdealhs due to cardiovaseular disca.se can be allribuled to high fat 
diets, inei'casing rates of smoking, and increasing rales ofT>ix' II 
diabetes. 

C'ancer ineidenec and mortal ilv- have demonsirated steady in- 
creases among American Indians and Alaska Natives during a rcla- 
tiv cly limited lime frame, as well as unique patterns or.siie-stxrifie 
caiieors (Mahoney & Miehalek. 1999). .Addiilonallv, the cancer- 
survival data reveal that A1 AN have the pcxircsi survival of an\ 
racial group tor all ty^X's ofcaiieer. 

A comparison ol'the agc-adju.sied mortality rates for.'Xmeiiean 
Indians from 1992 to 1997 isalamiingat be.st. figure 1 depict the 
dinei-ences between age-adjusted mortality rates lor American In- 
dians iuid those for the general American public. Although the 
1 992 rales arc appalling in and oflhcmscKes, the 1 997 rales show 
increases in live ofthc seven categories listed. 



Figure I 
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1992 and 1997Age-Adjustcd Mortality Rates for 
American Indians in Relation to Population at Large 



1992 

480 " 0 higher 
.■^88"o higher 
1 85 " 0 higher 
I69"'o higher 
91"o higher 
52«^ higher 
42' V li idler 



1997 Net Change 

475"o hiaher Decrease of 5% 



579"o higher 
2 i 2"« higher 
2,M"o higher 
41 "o higher 
liV'i higher 
6 Hr higher 



Increase of 191% 
Increase of 27% 
Increase of 62% 
Decrease of 50% 
Increase of ISCr 
Increase of. 199{: 



^ Sources: I'.S. Department of Health and Human Services. Public Health Scrv ice. Indian Health Service, Office ol 
Planning. lAalualion. ami Legislation. Div isitm ol Prugram Statislies. (1997). 
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U is unclear whal has propagated this appalling inercasc. 
W’liat changes ha\c taken place in health care, the en\iron- 
nicnt. go\ernniciit. eeononn, or other factors that inilaenee 
i|ualit> and length of life’.^ One can onlv hypothesi/e. This 
nation was cenainly in turmoil during the fi\ e years the data 
reprosenis. Issues such as health care reform, toxic cn\ iron- 
ments, shifting ofuo\enimental responsibilities, and an o\ er- 
all prosperous eeononn, may Inue made an impact; lio^\ - 
e\er. it is clear that these are serious increases in pre\cnl- 
able deaths. Moreo\er, it is an indication that all of us mast 
eollabornlc to reduce these discrepancies for Indian people. 

.^mcriean Indians appear to he at higher risk than other 
I'.S. elhnie groups for mental health problems, including 
depression, subslaneo abuse, domestic \ iolence. and suicide. 
.'\merican Indians and .Alaska Naii\es lune the highest sui- 
cide rales of all ethnic groups in the United Slates, and sui- 
cide is the second leading cause of death (Borowsky, Resnick 

Blum. 1 W)). Despite recent increases in the federal bud- 
get for mental health services for Nati\e Americans, le.ss than 
.*>0 percent of the estimated need for ambulatoiy services is 
being met (Nelson, MeC\n. Stelier, & \ anderw agen, 1 ). 
Many contributing issues including poverty, rural isolation, 
lack of transportation, and cultural and linguistic harriers 
compound mental stress. 

The health problems experienced b\ Indian \ outh on res- 
cr\ations are largely cau.sed by pre\cntable behasiors such 
as tobacco use. drug abuse, immature sexual practices, poor 
nutrition, and lack of physical acli\it\. Specifically, inhaled 
drugs lend to be a problem on reser\aiions due to their eeti- 
noinie accessihilitN. This abuse, along with other chemical 
abuses, creates a need for a trained medical detox ifcalion 
slalTwho can recognize and treat hallucinations, changes in 
consciousness, euphoria, nystagmus, di/zine.ss, weakness, 
ami tremors, ('ompclcnt immediate action can. in some eases, 
sa\e li\es and initiate a comprehensi\c plan for reeo\eiy. 

While these bcha\ iors ma\' result in minimal di.slress dur- 
ing adolescence, the long term practice or lack of physical 
capacity that results from such unhealthy experiences dur- 
ing developmental years will plague indi\iduals throughout 
a shortened or morbidity-ridden life. Particularly at risk are 
those adolescents who are both poor and members of racial 
t)r ethnic minority group.s. hecausc they arc mo.sl likcK to be 
w iihoiii the ncccssaty safeiv nets that help many adolescents 
through the second decade of life (U.S. C ongress, OfTicc of 
Technology Assessment, lOd! ). 

Tlic social dysfunction that results from llic abo\c bcha\ - 
iors perpetuates problems in families, persotial health, 
schools, and commiinilics; and aisodcicriorates cultural prac- 
tices. .Schools can pla> a key role in leaching youth about 
tribal cultures that univcrsalK support maintaining health in 
bod\, mind, ami spirit. 

Traditional Indiaii licaling is an imponant mental health 
resource in Native American communities because it incor- 
porates cullural practices that arc known and trusted b\ pa- 
tients and their families (Nelson. Mc('oy, Slcllcr, cK: 



\andcrwagon. B)92). The practice of holistic medicine in 
the dominant culture has recci\ed increasing public atten- 
tion recent Iv. but few non -Indian health care professionals 
comprehend the degree to which many American Indian cul- 
tures haw developed the concept of holism (Day, 1902). 
Utilization of healers is usually a private mailer, although in 
main commiinilics traditional Indian medicine is coordinated 
with other hcaltli and mental health services. Phvsicians 
should be aware that their Naliv c American palicius mav’ be 
using ullemalive forms oflrcaimcnl, and they should open a 
respectful and eiiliurally sensitive dialogue about this use 
w iih their patients (Marbclla, I larris. Diehr & Ignanee, lOOS). 

An issue frequemly raised in regard to reservations, is 
health care funding. This i.ssue concerns health care pro- 
V ided by the 11 IS. Though mandated through iroalics to pro- 
vide health care to Americans Indians residing on reserva- 
tions, the IMS's congressional allocation has not increased 
ov or the past sov oral years. In fact, even though the Ameri- 
can Indian population has increased, the funding has been 
decreased. 

To dale, health care reform has not onlv added another 
obstacle for service dclivcrv'. but has liad a iromcndoiis im- 
pact on the ability of tribal governments ami the IMS to de- 
termine w hat. w here, and how to access rev cnue dollars from 
Medicare & .Medicaid, l-ederal and Stale health reform law s 
express a clear intent to shift responsibility for health care to 
private sector administrative services. Native American 
health care programs face eomidex and unprecedented chal- 
lenges resulting from the increased assumption of clinical 
operations by tribal authorities, shortfalls in Federal fund- 
ing. modilleations in slate ami Pcdoral health and welfare 
programs, and intensifying involvement with managed care 
organizations (Noren. K indig & Sprengcr. lOOS). 

This environment has forced manv’ tribes to advocate, 
through legislation, for their eonsliliionls to control health 
care and velaied services locally (o.g. solf-governanec). In 
addition, as a result of lack of' federal legislation considerate 
ol' tribal governments, tribes mast work to proieel eonslilu- 
ents' rights to access services within their respective slates 
(c.g. health care fniancing administration waivers, and 
ehildreiTs health insurance program funds). 

In today's ever-changing environment, wherein congress 
is conlemplaling vv hat to do with a budget surplus, there are 
.still many challenges to be met. h is critical that access to 
eiiliurally sensitive and relevant health care and health re- 
lated services and programs remain available for A1 AN 
populations. The rural environment of most reservations 
leads to special challenges and increased exp se for the 
prov ision ofhcallh serv ices and programs. Cicncrally speak- 
ing. the trend toward managing care has been dev aslaiing to 
rural eomiminilics. As managed care organizations profess 
to improve patient services lltroiigh cost sliifting and limit- 
ing choices for health care practitioners to those in a .spe- 
eille network, rural American Indians tlnd their choices to 
be highlv limited. Oftentimes, there is no choice. 
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Several vital elcnicnts of health sen ices for American In- 
dians require advocacy and support. A short list of such is- 
sues must include respect for traditional healing practices, 
recognition of diversity of cultures, consideration of tradi- 
tions and beliefs, improved communication. impro\ cd long- 
temi commitments from health scn*icc providers, alcohol and 
drug abuse issues, interpersonal violence, increased health 
promotion and disease prevention acti\ ilies. development of 
long-term care options for elders; provision for equitable 11- 
nancial reimbursements, and respect of the governmenl-to- 



genemment relationships. There is much work to be done. 

As tribal governments and urban Indian organizations gain 
the financial resources to expand their services, perhaps the 
harmony and good health that Indian people once enjoyed 
as a natural stale will be regained. There is hope that the 
consultation process of the reauthorization of the Indian 
flcalrh Care Improveniou Act, that demonstrated unity by 
tribal governments will continue to grow and cultivate dedi- 
cation from Congress to honor tmst obligations and promise 
of a healthier future for all Indian people. 
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Advocacy in Action: One Person’s Experience 



Fern Walter (ioodhart, MSPH, CHES 



Until managed care threatened the future of college health tions for HIV prevention. Although we have annually ree- 
serv iccs, 1 never thought much about the need for advocacy, ommended needle exchange as a top interv ention priority 
Until then, advocacy was something ijnportant that other for HIV prevention, the commissioner and governor have 
people did, people more sailed than 1. 1 have since learned, never aceepted our reeommendation. The group fell frus- 
and believe in my bones, that all health cduealors must leant iralcd and virtually paralyzed about the lack of political will 
to advocate. Managed eare is still a threat, but my work- on this issue, 
place has become savvicr in positioning itself well, and in 

advocating for its position. H'orkin^ w'iih Professional AssoeUuions 

Now I am an advocate for adv ocacy. To me. advocacy 

means working to organize, and speaking out and acting to It oecurred to me that important voices fora public health 
influence policy and policy makers about issues you know issue such as needle exchange arc our professional organi- 
and feel strongly about. It means creating change. Advo- /ations, since they are politically neutral and can be seen as 
eacy involv cs elTorls to change community conditions to pro- authentic experts in their professional area. As a member of 
mote health (Altman, Balcazar. Fawcett, Scckins. & Young, the New Jersey Public Health Association (NJPHA), 1 at- 
1 994). Advocacy increases the power of people and groups tended a board meeting and asked for .support to draft a po- 
to make institutions more responsive to human needs sition paper on needle exchange. The board was willing to 
(Wallack. Dorfman.Jornigan, & Thcmba, 1993). Fve come consider the issue, and an infomialive discussion ensued, 
to believe that advocacy requires, in Michael Pertschiik's resulting in support for the position. 1 have since learned 
words, a realistic hopefulness about what is possible and that NJPHA was interested in developing more positions on 
nccessarv’ (Wallack et al., p.viii). and that it is our profes- key is.sucsas away ofgetiing more visibility and credibility 
sional and moral obligation to educate our communities and for the association. 

policy makers about our programs and experiences, with our I drafted the position paper based on the considerable lit- 
data, literature, and partners. eraturo available, which was approved shortly thereafter So 

Advocacy is nccc.ssary to inform public opinion and policy the NJPHA, a neutral association committed to public hcnllii. 
w ilh community experience, literature, and rc.soarch. Other- now had a position advocating for needle exchange, and for 
wise, only personal experience, assumptions, misperceptions, decriminalization of syringe possession, 
and minority opinion loo often inform health policies and Having a position on an issue is an important start, as it 
programs. Advocacy is a strategy that blends science and educated our members, and pushed us to lake a stand. That, 
politics with social justice to make the .system w ork better, however, was only the first step. We also Joined a coalition 
especially for those with the least rcsourecs (Wallack el al.. in this ease, the New’ Jersey Hami Reduction Coalition - 
p,.'^). to help us focus and amplify our voice on the issue. We also 

I have learned that I cannot advocate by proxy. I cannot realized that wo couldn't advocate alone on this issue, and 

expect my association leadership to advocate in my place, joining forces with others advocating for the same cause was 

In fact, my voice, with my experience, is as least as persua- sound practice, 

sivc to my elected and appointed officials as professional 

advocates arc. I have learned that the power of my vote and Publicizing Our Position 
my pen can be strong. 

Understanding the need to publicize our position, the board 
\fy Sfiuy agreed to have the position paper reworked into an editorial 

and sent to the major newspapers in the stale. This action 
1 am a volunteer member of my stale's HIV Prevention was timely, since legislation was pending on needle c.xchangc 

Community Planning Group. This statewide group serves (S 453) and syringe availability (without prescription in spe- 

10 advise the NJ Stale Department of Health and Senior Scr- cific instances, S 267), 

vices on cfTcclivc interventions and priority target popula- This was my first editorial, although Tve written letters 
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10 ihc cdiior before (in my own voice and with my own opin- 
ion). Forlunalely, my employer has a public infoniiaiion 
olTicc, which helped me rewrite the editorial to be concise, 
focused and timely. In fact, the news serv ice even faxed the 
editorial to c\cry newspaper in the state (actually all but one, 
since that one demands exclusi\ ity - and will not print an 
editorial printed in any other newspaper). 1 also requested, 
and received, their fax list of media editors, so now 1 can 
directly send other editorials myself. 

The NJPf'lA board wanted to get as much exposure for 
our position as possible. We saw our role of educating the 
public and policy makers about our position and about us. 
Once the editorial wa.s printed. 1 sent a copy of the editorial 
to each of my state elected olTicials, and the chair of the 
Senate Health Committee. 

Many friends and colleagues called to report that they 
saw my editorial. One newspaper, in fact, had juxtaposed 
m\' editorial with that of the governor's, who had an oppos- 
ing view on the same issue. Soon after, a radio station con- 
tacted me for a studio interv iew. What wonderful publicity 
these gave both the issue and the Association. 

Not long after the editorials were printed, the Chairman 
of the Senate Health Committee called, inv iting me to pro- 
vide testimony at their upcoming legislative hearing on the 
pending legislation. They contacted me because, he said, 
they ‘‘wanted the public health pcrspcctiv'c." This is exactly 
the exposure and relationship we want with our policy mak- 
ers. The bills progressed through committee, and are wait- 
ing to be posted for a full vote at this writing. 

Fun her Steps - Training 

With an experience such as this, 1 realized how important 
our public health education voice was, and yet how quiet it 
seemed to be. Working with the N.I SOPHF chapter, we 
now sponsor annual advocacy training for public health and 
health education professionals and students in the state. Our 
first training included advocacy experts from national asso- 
ciations. and a successful state experience w iih tobacco con- 
trol advocacy. Our second training focused on a panel of 
state legislators and lobbyists, with the conversation about 
pending Icgi.slation, and what help they needed from us, the 
public health education community. 

Our future training will continue this second model, as 
we need to strengthen our rolalionships with state and fed- 
eral lawmakers, 'fliis is important both to promote public 
health education as a field in general, and public health edu- 
cation issues specifically. In fact, vv e arc building a relation- 
ship wherein a slate legislative aide consults with us about 
pending legislatitm. Lawmakers look to us for fact sheets 
containing a summary of the literature, research, and our com- 
munity experience. Our adv ocacy committees then respond 
by identifying experts and creating factshects. 

Our two associations also collaborate with tuir advocaev 
ct>mmittce work, sharing information and legislative alerts. 



and teaming up for planning conferences and developing 
materials. Our legislators do respond to the messages we 
send, although we remind our members to always include 
their addresses, which is legally required in order for legis- 
lators to respond. Following up with the legislators is par- 
ticularly important, since they might thank us for wTiiing, 
but not inform us about what position they have taken on an 
issue. 

1. cg/.v Uitive Sc 'orcc 'em/ 

In another cfTort to raise the profile of public health as a 
field, a Rutgers University undergradiiatc student intern, 
Laurie Cancialosi. created our first state legislative scorecard 
for public health. With the accessibility of the internet, in- 
formation about bills, votes, and committee membership w as 
readily available. Working with a small committee from the 
professional associations, she identified the most salient leg- 
islation from the past year. She then indicated each 
legislator's vote as supportive or not supportiv’c of public 
health, as determined by the committee. This scorecard can 
be distributed to legislators and state policy makers, the me- 
dia, and be posted on the NJPHA and NJSOPHE websites. 
A legislative scorecard is another ’tool to give visibility to 
the field and the issues, and to hold policy makers account- 
able for their legislative decisions, or indecision. 

Sfren^ithenin^ Relationships 

Working with the New Jersey Harm Reduction Coalition, 
we cosponsored a statewide hami reduction conference, in- 
creasing our profile and creating new partnerships. Policy 
makers and legislators, and newspaper editors were included 
as panelists in the program. NJPHA annual awards are given 
to a selected media person every year. This past year, a spe- 
cial president's award was given to the two senators who 
spon.sorcd the needle exchange legislation, to show our sup- 
port, strengthen our relationship, and increase our v isibility 
with them. 

I have become emboldened by these experiences. I have 
.since written, and had printed, an editorial on sole domestic 
partner benefits in the workplace, another NJPHA position. 

1 regularly correspond with my state and federal legislators, 
either by letter or email, vvhicliev'cr they prefer. I connect 
my perspective to my professional experiences, include re- 
sources. and offer additional information. 1 also try to write 
thank you notes after supportive v otes. In addition. I'll of- 
ten modify my letter to a legislator and send it to the editor 
of my local newspaper as a mechanism to inform readers of 
a public health education view. 

Whenever I'm in Trenton or Washington. I make a 
point of meeting with my IcgislaU^r^- or their aides. 1 still 
find the.se meetings intimidating, as my heartbeat races and 
my palms get clammy. Nevertheless, these opportunities to 
revisit pending health education issues, leave faeiual infor- 
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mation, and remind them that I care and am paying atlcnlion 
with my vote, and potentially with votes of my association's 
members, arc too important to pass up. Often these meet- 
ings are short, which lowers my anxiety. In addition, I fol- 
low-up with a letter summarizing my position. 

As an anonymous Public Health worker once said, "Pub- 
lic health workers will become tourists in public health if 
they don't get political." Tin learning the truth in that state- 
ment. for 1 see all too often how public health policy is being 
crafted without the hand of public health. So now I*m watch- 
ing more carefully, speaking out. writing, calling and col- 
laborating. You can, too. 
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Advocacy Groups for Hispanic/Latino Health Issues 



Helcia Pinzon-Perez, PhD & Miguel A. Perez, PhD 



Introduction 

Health educators have a responsibility to address not only 
the preventive needs of their target populations, but also the 
just distribution of economic and social justice opponuni- 
ties. Unfortunately, this area has received insufficient atten- 
tion in professional preparation programs and has not been 
assigned high priority by practitioners. In those cases where 
it has been practiced, it has not been coordinated, has been 
in response to specific emerging issues, or it has lacked theo- 
retical bases (Howze and Redman. 1992). 

The Role Delineation Project provided the foundation for 
the development of a framework designed to establish entry 
level competencies for health educators (National Center for 
Health Education, 1 980). Among those competencies we find 
the implicit requirement for health educators to be proactive 
in advocacy issues for the populations they serve. Respon- 
sibility VII requires health educators to work with individu- 
als, groups, and organizations to promote the communica- 
tion of health and health education needs, concerns, and re- 
sources. More specifically, health educators are expected, 
as stated in Competency B, to predict the impact of societal 
values systems on health education programs (National Task 
Force on the Preparation and Praetice of Health Educators. 
1985). Clearly, Responsibility VII requires health eduea- 
tors to extend their scope to work and be proaetive advo- 
cates for the environmental and political needs of the popu- 
lations they serve. 

What exactly does advocacy entail for health educators? 
Health advocacy can be defined as the actions or endeavors 
individuals or groups engage in order to alter public opinion 
in favor or in opposition to a certain policy. Health advo- 
cacy also entails the philosophy espoused by Paolo Freire 
(1973) which indicates that it is essential to empower our 
populations to achieve their goals, in our case, their optimal 
health status. Therefore, health advocacy requires health 
educators to be well informed about the needs of their popu- 
lation and to be aware of national, state and local policies 
which might affect their populations. Furthermore, they need 
to share their politieal abilities in order to empower the popu- 
lations to continue advocating for themselves even after the 
health educator has left the community. 

This can be accomplished through the development. Ad- 
vocacy groups study public policy issues and analyze how 
they afTcci the social and economic future of communities. 

^ 



Advocacy networks attempt to empowcj people to become 
responsible consumers of health sersnees and to take an ac- 
tive role in public policy issues through strategics such as 
policy analysis and development, coalition building , educa- 
tion training, and media outreach. 

The need to be strong advocates has been underlined by 
Stockdill ( 1 992) who, drawing upon lessons learned in mental 
health advocacy, has suggested that unless strong advocacy 
roles are presented, our ability to foment growth and direc- 
tion of education and research programs might be imperiled. 

VS Hispanics 

Individuals of Hispanic/Latino descent arc the second larg- 
est minority in the U.S. It is estimated that there will be 
approximately 98 million Hispanics/Latinos in the U.S. by 
the year 2050 (U.S. Bureau of the Census, 1999). Given the 
rapid growth of this population in the U.S., it is not surpris- 
ing that effons are underway to provide comprehensive and 
culturally-sensilive programs to this population group 
(Pinzoii & Perez. 1997). These efforts have been in part the 
result of the active involvement of advocacy groups and or- 
ganizations concerned with the health of the Hispanic/Latino 
population. 

Advocacy amoug and for Hispanics 

Advocacy issues among Hispanics in the US has been 
undertaken by grass-root and national organizations which 
have traditionally dealt with specific areas of endeavor. 
Current research, however, suggests that effective health 
advocacy issues among Hispanics need to extend beyond 
symptoms and include communication, networks, and legal 
issues (Baker el al.. 1997). 

Advocacy issues for a growing population w'ith many needs 
can be ovcnN'hclming for one person to undcnakc. It is, there- 
fore, imperative for health educators to collaborate with one 
another and to learn about local, slate, and national organi- 
zations already advocating for US Hispanics. This article 
presents information regarding some of the advocacy groups 
concerned with Hispanic/Latino health issues within a 
multicultural perspective. 

The National Latina Health Organization (NLHO) is pri- 
marily concerned with raising awareness about Latina 
women's health , bilingual access to quality health care, and 
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the dcN clopnicm of empowermcni skills among Laiinas. 
Those goals are obtained through outreach ciTorts. rcscarcli. 
and educational activities such as eonforences, fomms, train- 
ing of self-help facilitators, and the edition of a newsletter 
that presents legislation aiTecting Latinas (Latino C'oalition 
for Healthy California [LCHC]. 1999) 

The National Council of La Ra/a (NCLR) keeps track of 
the economic trends alTccting Hispanic Americans and pro- 
\ ides a public forum to analy/e the policies at the micro and 
macro lc\cl affecting Hispanic Americans. Po\erl\ issues 
are of special interest for NCLR. Some of the priority areas 
addressed by this organization include education, employ- 
ment, media ad\ocacy. and multiple analyses of the validity 
of policy options. (NCLR. 1999). 

The Latino Issues Forum (LIF) is an entity that acts as a 
public policy and ad\ocacy institute for fLspanic Latino 
groups. LIF is a non-profit public organization dedicated to 
advancing now and inno\ati\e public policy solutions on 
issues such as access to higher education, economic devel- 
opment, health care, citizenship, regional de\ elopmeni. tele- 
communications. and rogulatoiy factors. The LIF also scr\ cs 
as a clearinghouse to prox ide the news media with acciirato 
information about the Latino community for a fair and ef- 
fcctix c coxcrage ot‘ issues pertaining to this population. ( U F. 
1999). 

The Latino Coalition for a Healthy C'alifornia (LCHC) is 
another adx ocacy group and a leading xoice ibr l.atino 1 icalth 
in California. The LC HC' is a proaclixe organization in dc- 
X eloping, proposing and supposing policies that promote 
wellness, health promotion and healthy behaxiors for the 
Hispanic Latino culture. LCHC specializes in adxocating 
for linguistically and culturallx -competent serxiccs that re- 
inforce the dignitx of human-beings regardless of their im- 
migration status and income. The main adxocacv priority 
areas fi^r this organization arc Hl\' AIDS, diabetes, cancer. 
cardioxa.scular disease. .Mental health, tobacco use cessa- 
tion. and prenatal care. LC'MC' advocates for the emphasis 
of cultural and language issues and proxides literature in 
F.nglish and Spanish through multiple nctxxorks such as the 
Rapid Response Network (LC HC', 1999). 

The Rapid Response Nctxxork (RR\) has also served as 
an adx ocacx’ medium for 1 fispanic Latino populations to or- 
ganize community ctTons related to policy issues affecting 
this panicular population at the local, state, and federal levels. 
.Advocacy strategies used by this network include loiters and 
phone calls to state and local representatives, as well as post- 
cards campaigns. Some cvaniplcs of issues to xx hich the RRN 
has responded include reactions to laws attempting to deny 
prenatal care to undocumented women proposed cuts U' Med- 
icaid serx ices, and cnx ironmcntal issues ( LC'1 1C'. 1 999). 

The Latino I loallh Institute ( LI ! I ). created in 1 9S7 by a group 
comprised of I lispanic Latino commiinily actix ists and health 
professionals, has been a leading organization in the State ol' 
Massachusetts in promoting the health care rights and needs 
of this particular populatiim. Although their major focus 



has been on Latino health ca;*c\ their ohilosophy emphasizes 
the understanding of health practice, tlicoiy. and researed as 
innueiiced by multicultural fo»*ccs and. as such, this organi- 
zation Oilen undertakes programs that inxolxc multicultural 
populations. The ciirrcra program agenda of the LI II fo- 
cuses on studies related to the treatment and decision-mak- 
ing by HIV positive people, ailernatixe and eonipleincntarv^ 
healing practices among Hispanic Latino women, prostate 
caiieer awareness an.d screening, brca.st cancer screening, 
poly-pharmacy management by Hispanic l.atino oldens, and 
tobacco use prevention and cessation (LCHC, 1999). 

T!ie California Multicultural Health Information Network 
(CMIIIN) is one o.vamplc of the many advocacy pluri-cul- 
iiiral network groups in the U.S. This network proxides a 
comprehensive data base of health personnel and programs 
designed to serve ethnic minority populations. Some of the 
organizations that arc involved in this network include the 
C'alifornia Department of Health Scrx ices-Offiee of 
Miiltietillural Health, the Latino Coalition fora Healthy C'nli- 
fornia. The Asian & Pacific Islander American Health I'o- 
rtim, the California Black Health Network, and the Califor- 
nia Rural Indian Health Board (C'MHIN, 1999). 

The National Coalition of Hispanic Health and Human 
Serxiccs Organizations (C'OSSllMO) is another organiza- 
tion tliat promotes adx ocacy for Hispanic Latino populations. 
The purpose of this adv ocacy organization is to improve the 
health and well-being of Hispanies Latinos in the L’nilcd 
States. COSSl IMO is know n for its partnerships w ilh gov - 
emmont entities in dox eloping and dclix cring cjualitx health 
care services to Hispanies l.atinos. Among it most leccnt 
eollaboratixc ventures is its vaccination campaign in collabo- 
ration w ith the Centers for Disease C’ontrol and Prevention. 
Other serx ices offered include the National Hispanic Prena- 
tal Ihniinc and tlic Project ALFA (.Aire Limpio para mi Fa- 
milia Clean .Air f(U' Your Familv ) (COSSMIlO, 1999). 

The C'hildreiTs Defense Fund's (C‘DF) purpose is to pro- 
vidc a strong and clTcelixc voice for .American children of 
all ethnic groups. CDF's goal is to educate the nation about 
the needs of children and encourage preventive investments 
in children before thev got sick, drop out of school. .sufTer 
familv breakdown or get into trouble (C'DF. 1999). 

fhe Institute for Puerto Rican Policy. Ine. is a non-prollt 
policy analysis orgaiiizatiiui conccriied with issues affecMing 
the Puerto Rican commiinitv in the I 'nited States. The I PR 
regularly reports and sponsors forums on a varictv of public 
policy issues (1PRNF:T, 1999). 

■fhe National .Association of Couniv and Cily Heallh Of- 
ficials (NAC'CHO) is a membership organization for local 
health departments throughout the L.S. NAC'CHO is dedi- 
cated to improv ing the health of pei^plc and communities bv 
assuring an effective local public health svstem (NAC'Cl lO, 
1999).^ 

flic preceding list of entities advocating for health and 
other socio-cconomical issues among I'S Hispanies is not 
meant lo be comprehensive. It is prov ided instead as a start 
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ing point for those individuals seeking to become active ad- 
\ ocalcs for Hispanics in those areas. 

Conclusion 

Acli\c public iinolvcmenl through advocacy groups has 
been shown to be an important strategy to insure equity in 
the accessibility of health services for multicultural groups. 
The role of health educators as ad\ocates is without any doubt 
an important element for consideration and further discus- 
sion. Hispanic/Latino health educators and other profession- 
als from various cultural and ethnic backgrounds ought to 
analyze their role as ad^•ocatcs and agents for change. Health 
educators advocacy cfTorts for Hispanics in the US will un- 
doubtedly result in a more comprehensive scr\'icc delivery- 
paradigm. continuity of care and decreased social isolation 
experienced by some Hispanics/Latinos. 
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How to Effectively Use the Internet for Advocacy 



Mark Temple. Ph.D.. CHES 



\Vc !i\ c in a world of unri\alcd technological inno\ation 
(Saha, I99S). Today, those with access to technology are 
encouraged to utilize it in myriad ways from shopping “on- 
line" to making travel arrangements, to researching \ irtually 
any topic \ ia the Internet. Many political and interest groups 
ha\ e recognized the usefulness of technological innos ation 
and proliferation in communicating with members and in- 
terested individuals. Noteworthy are the groups who may 
not support some health education initiatives, and who ha\ c 
made exceptional use of the Internet and other technology 
to fnciliiaie development of grassroots support. Health edu- 
cation, as a profession, has not fully realized the potential of 
the Internet as a tool in ads oeaey. This article discusses the 
Internet, examines use of electronic mail and information 
and resource rctrie\al for ad\oeaey purposes, and sets forth 
a plan for use of the Internet as an in.strument for the en- 
hancement and support of health education professional ad- 
socacy. 

The hue met 

In the simplest of terms, tlie Internet is a tool for commu- 
nication from one computer to another (Saha, 1998). When 
thought of as a too!, the usefulness of this network of net- 
works becomes apparent. It allows quick, economical com- 
munication of information to individuals and large groups 
of people eonnecied to the Internet. It also makes av ailable 
a staggering amount of information on virtually ev eiy imag- 
inable subject. One example of the usefulness ofllic Inicrnol 
is the plethora of political and interest groups using the 
intemet to communicate and provide information. Political 
and interest groups can provide information and communi- 
cate in ways and with ease unimaginable ten years ago. 
fhe Internet is a network of individual computers connected 
to an array of cxniiputer networks (Gibson. 1999). A com- 
puter network is a group of eoinpulers that are linked to- 
gether in some fashion. The network allows computers to 
share information and interact in a variety of ways. Some 
networks connect a central computer and remote stations (re- 
ferred to as a local area network or LAN). Others, including 
the Internet, permit any computer to interact with any other 
that has access to the network. The Internet, or network of 
networks, allows people throughout the world to economi- 
cally communicate and access a wide array of information. 



For the most part, access to infomiation is unrestricted. If 
one can connect to the Internet, access to most sources of 
information is free. Thus, information is readily available to 
anyone w ith a connection to this vast netw ork of networks. 
The Internet began as a project started by the U. S. Dcpail- 
ment of Defense (DOD) in 1969 (Gibson. 1999: Riindlc. 
1998). The necessity of reliable computer networking be- 
tween DOD and mililar> researchers spurred development 
of the Advanced Research Projects Administration Network 
(ARPANET). This network began as a small connection of 
three computers in California and one in Utah. The success 
and growth of this network quickly spanned the continent. 
The growth was so rapid that two distinct networks (one 
military and one nonmilitai*y) soon developed (Rundle, 1998). 
They remained connected through a technical innovation 
called Internet Protocol (IP). The IP allows any computer 
with access to the network communicate with other net- 
worked computers. The dev elopment of Internet Protocol 
has revolutionized our worldview. The ARPANET was shut 
down for technical and political reasons (Rundle. 1998). The 
National Science Foundation (NSFNET) entered Ihe fray 
with a plan to network supercomputers for rcsearcii and edu- 
cational purposes (Rogers. 1998). ThoNSEN!:T workload 
was taken over by commercial networks (Gibson. 1999). 
Today, wide ranges of commercial and public networks are 
connected to form what wo know as the Internet. 

It is beyond the scope of this article to explain all the ap- 
plications available ibrougb the Internet. The most common 
uses of the Iniernei. electronic mail and information and re- 
source retrieval, are the applications considered in this ar- 
ticle. 

Kieeironii Mail 

Idocironie mail (e-mail) is the most vvidelv used service oi' 
the Internet (Marson, 1997). Many professionals, especially 
in academe, have become almost dependent on this commu- 
nication tool. For example, a professor or student subscribes 
to elcv cn professional, content, and political or interest group 
mailing lists. These mailing lists, as well as personal e-mails, 
generate approximately 150 or more messages each day. 
Perusal of the messages occupies about 30 minutes each 
morning. It is, however, lime well spent. The professor or 
student is connected to the pulse > f the profession. He or 
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she receives messages regarding imporlant legislation at the 
stale and national lev cl. Furihcmu^rc, he or she remains aware 
of the actions and propaganda ofopposilion groups. 

Mailing lists allow a subscriber to connect to many people 
with similar interests. The mailing list itselfhas an address 
and anything sent to the list is sent to all subscribers. The 
subscribers can delete, read, or reply {via the list or person- 
ally! to tnessages. The result is a stream of communication 
related to whatever topics strike the intcrc.st of sttbscribers. 
.Mailing lists, and electronic mail in general, should be viewed 
as a tool. These tools can help inform your professional 
growth and practice. Subscription to a mailing list operated 
by a group generally opposed to health education issues can 
be an educative experience. At the very least, such a sub- 
scription will allow you to be aware of and ready for the 
positions and arguments of your opponents. An abundance 
of political and interest mailing lists are available on topics 
ranging from arts to society'. Lis7t.com (http://www.lis7l.com/ 

} provides a reliable listing of mailing lists by content or 
interest area. 

Electronic updates or notifications are another example 
of using e-mail for advocacy purposes. These arc not mail- 
ing lists as described above. Rather, they arc one-w'ay com- 
munication tools, allowing a political or interest organiza- 
tion to communicate with supporters in an inexpensive, yet 
timely manner. Several political and interest groups provide 
regular informative electronic mailings about topics ranging 
from pending legislation to cultural and philosophical writ- 
ings. The Family Research Council (FRC) provides an ex- 
cellent example of effective use of electronic mail to de- 
velop and inform advocacy efforts. The FRC cxi,sts to reaf- 
firm and promote nationally, and particularly in Washing- 
ton, DL\ the traditional family unit and the Judeo-Christian 
value system upon which this country is built. The FRC 
uses e-mail to notify supporters and .subscribers of pending 
legislation regarding a variety of topics. This process also 
connects supporters and subscribers to the FRC website. 
Subscriptions can be acquired for no charge at the Family 
Research Council website (http://www.frc.org). The FRC 
supplies. V ia electronic mail, weekly updates on legislation 
and social issues. For example, electronic mailings have 
contained information and updates regarding hate crime leg- 
islation. school prayer, sexuality education, homo.scxuality, 
tax credits or cuts, foreign policy, and family values. 

The People for the American Way (PFAW), an organiza- 
tion intended to promote full citizen participation in our de- 
mocracy and safeguard the principles of our Constitution 
from those w ho threaten the American dream, utilize elec- 
tronic mail to inform a network of advocates. The "Activist 
Network" utilizes electronic mail to transmit alerts on issues 
important to subscribers. PFAW tells subscribers how to 
contact your Senator or Representative when voices need to 
he heard, and provides information and resources to help 
make a difTcrcncc. Subscription information is found at the 
People for the American Way website (http://www.pfaw.org/ 

: rr 



activist ). 

Tile healtli education profession has many mailing lisis to 
vv hieli in-.serv ice or pre-serv ice professionals can subscribe. 
The most noteworthy health education professional mailing 
list is operated by 1>. Mark Kittlcson at Southern Illinois 
University, Carbondale. Dr. Kittleson’s list has grown over 
the years from a fledging, futuri.stie concept to the virtual 
professional ofTicc lounge or meeting place. The IILDIR 
(pronoimced "Heedef’) prov ides a profe.s.sional forum for 
topics of concern and interest to the profession. Messages 
are archived (http://\v\vw. hcdir.siu.edu/) and can be v ievved 
by anyone with access to the Internet, 

While a useful professional tool, the potential of the HEDIR 
as an advocacy mechanism has been unrealized. The HEDIR. 
and the profession in general, has not developed a system- 
atic, consistent mechanism for advocacy. 

Eta Sigma Gamma (ESG) operates a mailing list. This iisl 
is intended to facilitate communication among members. It 
is certainly feasible that such a list could become a useful 
advocacy look Individuals or chapters could use the ESG 
mailing list to inform other students about important politi- 
cal and interest issues regarding any topic of concern. For 
more information on the ESG mailing list visit the Eta Sigma 
Gamma w'cbsilc {http://www.casl.ilstu.cdu/tcmplc./ 
csglistscrv.htm). 

Information and Resource Retrieval 

Computers throughout the world store information and 
files that arc free for the taking. The information and files 
contain all types of information including government docu- 
ments. historical or biographical information, epidemiologi- 
cal and demographic data, entire texts, sports and travel in- 
formation, free and shareware software, and almost anything 
you desire. Tools such as web-browsers allow' an individual 
to search the Internet for computers that contain specific in- 
formation sought. 

An example will help illustrate the u.scfulncss of this took 
A health educator at a local health department in Illinois seeks 
information to help make a ease for a coordinated school 
health program (CSHP) in her local area. She uses a search 
engine and searches the Internet for information on CSHPs. 
She uses the Micro Soft Network WcbScarch and finds 
22,415 sites related to this topic. The health educator can 
review the sites from her office or home and download in- 
formation that might help support her presentation. She can 
seek funding information and find 10,136 sites related to 
funding of coordinated school health programs. Rather than 
a lack of information and resources, today health education 
professionals must deal with a profusion of facts and sources. 

With such a wide range ofinfoTmation and resources avail- 
able the trustw orthincss and autk nticiiy of information 
should be questioned. In practical terms anyone with access 
to the network and basic computer skills can post informa- 
tion and resources on the Internet. Tliis creates new and 
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unique problems. This weiillli of informalion and resources 
necessitates an informed consumer. Without basic knowl- 
edge of the topic and source of information or resources, the 
consumer can be duped by slick presentation of “fact." The 
ability lo assess the accuracy and authenticity of web-based 
information and resources is quickly becoming an cs.scntial 
skill. 

Websites intended for adv ocacy information and resource 
retrieval typically include some mechanism for communica- 
tion of pertinent issues and access to information and re- 
sources. l:ach of the tlfty or so ad’ oeacy websites visited in 
preparation for this section contained some mechanism to 
facilitate eomnuinieation between interested individuals and 
the political or interest group. Almost all of websites pro- 
vided infoniiation and re.scuirees. The Hagle Forum website 
pro\ ides a detailed questionnaire Wn school board candi- 
dates (I'Ugle Forum, This questionnaire is intended 

to help inform efforts by Hagle Forum members and other 
interested individuals to ascertain the position ofsehool board 
candidaies on a wide range of issues including many related 
to coordinated school health pn)grams. Ad\ ocacy sites typi- 
cal ly link to other websites of similar ituorest. I-inally. main 
of these sites pn>\ ided action alerts regarding a range orti>p- 
ies regarding immediate attentii)ii. Advocacy alerts notified 
the viewer of impending legislative action and encouraged 
NpeeiHe courses of action as w ell as contact inlbrmatii^n re- 
garding legislators at the national and state levels. 

Friim an advocacy standpoint, the most useful mechanisms 
prov ided via the Internet are sites intended to irdbrm the eiti- 
/enrv regarding the process of governance, l or example. 
“Thomas: I.egislalive inHunuilion on the Internet" (http: 
thomas.!oe.gov.'lu)me thomas.html ) prov ides (\)ngressional 
news. 1 huise of Representatives and Senate dircettu'ies. C on- 
gressional Internet services, information regard i ig the leg- 
islati\e process. \V\W texts and siimniaries. Congressional 
records, committee information, and much more. This "one- 
stop" source of information can help inform advoeaev ef- 
forts. 

Hie follow ing practical example u ill demonstrate the iivc- 
fulncss ol’thc Internet as an advoeaev tool, feil is a School 
I iealth Coordinator wit!i a school in 'iexas. 1 Ic is interested 
in determining ifanv legislalitwi regarding school health pro- 
grams is before Congress. Tetl visits “ fliomas" and selects 
“liill SuminaiT and Status of the IOC’ Congress, lie de- 
cides to search for the siihjecl “school health pmgrams" ami 
tliuls 14 items iiulexed as pending legislation regarding 
school health prc’^granis. Ted is inleresled in House Resolu- 
lion (H R.) .^00. a hill lo aulhori/e the SccrcUny of Health 
and Human Services lo I'lmd mloleseeiit health tlemonstra- 
lion projecis. ‘ 1 homas" provides useful informalion to help 
Ted learn more about I l.R. 300. I le can rev iew a summarv 
of the bill ineliiding a detailed legislative slaiiis report ami 
amendmenis. Ted can find the page number of the bill w iihm 
the Congrossiiuial Rerord, 1 le can aKo detennme ifllie bill 
has been releiTcd to a Mibcoinmillee or another committee. 



In the case of H.R. 300, Ted learns the bill has been referred 
to the Health and Hnvironmcnl Subcommittee of Hou.se C'oni- 
meree commiUee. Ted uses "Thomas" lo check the subcom- 
mittee membership and discovers that his representative sits 
on that subcommitlec as well as three other Texans. "Tlio- 
ma,s" allows Ted to link to the House of Representative 
website where he can acee.ss the homepages of each Texas 
representative on the Health and Environment subcommit- 
tee. Each congressional member's homepage includes con- 
tact information making it easy for Ted to inform the Icgisla- 
tt>rs regarding his position on H.R. 300. 

.1 Plan for L\iny^ the Internet for Health Educalion Advo- 
cacy 

The profession of health education has underulili/ed the 
Internet as an advocacy tool. As the profession becomes 
aware of the essentiality of professional advocacy, the need 
for a svslenialie approach lo Internet-based advoeaev be- 
comes neeessaiy 

Projes sional ( )yyitnizations 

Several prol'essional ('irgani/alions have developed 
Internet-based advocacy tools. I'or example, the .American 
Public Health Association has included advocacy informa- 
lion at its w ebsite (http: 'www .apha.org 'legislative 
index.html) and implemented a mailing list that includes 
advocacy alerts. Professional organi/alion.s, under leader- 
ship of the C'oalition of National Health F'duealion Organi- 
zations (('NHF’O) (Imp: .www.med.usf cdii '-kmhrown 
C'N Hl-0.htm). should begin lo iliscuss Internet-based advo- 
cacy. .A v\orkabIc plan might involve a contribution by each 
prolessioiiai organi/atinn lo one advocacy website, 'fhe 
placement ol'poliiical and interest information and resources 
at an oas\’-tn-aecess, “eenlral" location (i.e.. the CNHIT) 
website) should help coordinate advocacy across the pro- 
fession. The advantages of a "central" site include access h\ 
pixdessitmals across the sped rum of health education 
worksites, ncvelopment of a “central" site would ensure 
that heallli educators from each work setting eouUl remain 
eurrent regarding advocacy is sues throughout the profes- 
Another plan would include each professional organi- 
zation placing advocacy informalion on their respective 
v\cbsites. Limitations of such a plan include duplication of 
olTorl. Professional organizations nia\ also be unlikelv to 
access information and resources liom organizations lov\hieh 
they do not belong. Problems may also arise if Internet-based 
advocacy tools arc not updated in a tlmelv maniiei. 

Pmfessiona! organizations could make a commilmcnl to 
develop more efficient use of electronic mall u* inform ad- 
vocaev’ ciLorls, f ach professional organization should seek 
tile capacity through national olTiccs or membership to regu- 
larly prov itle electronic mailing alerts rcgai(liiig appropriate 
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advocacy concerns. One way for professional organizations sion of health education has yet to acluali/.e a profession- 

to eonimunieate advocacy issues would be to develop a two- wide plan for the utili/ation of the Internet as a device to 

level approach of mailing li.sts for menibers and posting of infomi and support professional advocacy. It is time health 
alerts on the HhDIR. ediication recognizes the usefulness of the Internet. A \ alu- 

Rta Sigma Gamma (EISG) plays n special role among pro- able lesson can be learned from organizations that ha\ e em- 
fessional organizations. As the sole organization focused ployed the Internet as an instrument to ad\ i.se and assist their 

on student development through teaching, research, and ser- specific agenda or efibns. Such groups have not waited for 

\ice. ESG should make a commitment to informing pre-ser- another group or organization to produce websites or mail- 

\ ice professionals regarding adx ocacy. The honoraiy could ing lists. They have created state-of-the-art mechanisms 

place advocacy information at its website (http: aimed at informing and motivating suppoiters. Their mcm- 

www.cast.ilstu.edu temple csg.htm). HSG could also cncour- bership has dedicated the time and cfTort ncccssarv- to ac- 

age use of its mailing list as a tool for notifying students cess the aforementioned information tools. Supporters ha\c 

regarding key professional issues. proactively involved themselves in public policy develop- 

ment in part based on the ofileicncy and application of the 
Professional Preparation Pro^ra}m anJ Pre-^erviee Pro- Inlcrnct. Health education can hardly atTord to accept a re- 
Jessionais actionary stance related to Internet advocacy. 

The time is now. Health education ad\ ocacy efiorts should 
Programs of professional preparation should train pre-ser- merge onto the "information superhighway" known as the 

vice professionals in all aspects of advocacy. Training might Internet. AH professional organizations, as well as in-scr- 
ineliulc use of the Internet as an cfTcclive tool in effons to \ice and pre-service professionals, should e.vamine the con- 
inlluenee public policy. Adv ocaey skills and infonnation can tribiitions they can make to dcvclopmcni of an Inlcmct-bascd 
be delivered to students through an array of learning stratc- advocacy network. A connection, readily accessible by all 

gics. Students could be required to access valid information professionals, that can enhance and support advocacy ef- 

and resources regarding a public policy topic and develop a ibrts through conimiinicalion and provision of information 

plan for using Internet tools to generate action and support, and resources is a necessity. This povvcTful tool should not 

Course assignments might involve creation of a mailing list be overlooked or underestimated. The Internet can serve as 
or development of an advocacy w cb page. Projects based a key tool in the pnTession's elTort to create .systemic change 
on skill development will help develop a practice of advo- that will help produce a healthier world, 
cacy that will accompany pre-serv ice professionals through- 
out their professional practices. 
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It IS merely a single tool in the toolbox of advocacy .strate- 
gics available to the profession. Ffileacious use of this tool 
requires a eot>rdinated, systematic approach, flic profes- 
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More children recognize Joe Camel than Mickey Mouse 
(Ad\ocacy Summit, 1999a). Health educators realize, as a 
result of research like ‘Joe Camel,' that a great deal of time, 
efibrt, and money goes into intlueneing people's beha\iors. 
Some of that ctTort specifically encourages people to initiate 
or continue very negative health behaviors. Corporate 
America knows that success often relates directly to the elll- 
cacy of marketing (e\en when the product contributes to 
negative health). Social marketers agree that social programs, 
such as health promotion programs, would also benefit dra- 
matically from elTcctive marketing. Health educators fre- 
quently spend much of their time, as they should, assessing 
the needs of communities and planning, implementing, and 
evaluating programs, leaving little time and money for full 
force marketing ofTorts. National health education leaders 
agree, however, that health educators must become more 
cfTcctivo marketers. Cohesi\ c actions on behalf of the disci- 
pline by health education professional organizations may well 
create a similar efTcct to that of a major marketing campaign 
by a large company. 

Advocacy may be a means by which the health education 
discipline can produce cohesive action. Advocacy is acti\ cly 
working to change the social, political. legal, economical, 
and medical en\ ironments; it is making a change in society. 
It is standing up for individuals wlio cannot. Ad\ocaey is a 
tool which, when used correctly and ctrcctively. can have a 
tremendous impact on the health of the public. Loaders in 
the discipline of health education increasingly rccogni/c that 
the discipline's mission is to address not just individual 
health, but the social, political, and economical structures 
that serve as barriers to community health and wellbeing. 
Health educators serve as leaders in addressing conditions 
that diminish health; however, many health educators com- 
plete professional preparation programs that do not provide 
any infonnation or training in adv ocacy. 

The process of advocacy is many things to many people. 
It might be lobbying on Capital Hill in Washington. DC, with 
the purpose of educating and innuencing policy makers; 
encouraging insurance companies to cover prevention scr- 
V ices; or standing up at a school board meeting to campaign 
for a comprehensive health education eiirriailuni. Advo- 
cacy can be accomplished locally or nationally, directed to- 
ward policy makers of all kinds, and can be used to change 
many environments. 



Historical Perspective of the Advocacy Summit 

In a sense, research like Hoe Camel' and knowledge that 
the health education organizations must present a cohesive 
front represented the impetus for the development of the 21“ 
Century' Partnership. Altiiough the discipline of health edu- 
cation is not now and leaders in the field have encouraged 
health education profe.ssional organizations to collaborate 
for many years (Nolte, 1996), there continues to be a need 
f or concerted efibrts on the part of health educators. A con- 
ference entitled ‘The Health Education Profession in the 
Twenty-First Century: Setting the Stage,* initiated the "Part- 
nership" that included representation from ten health educa- 
tion professional organizations. Twenty-four health educa- 
tion loaders met at the conference that convened in Atlanta, 
Georgia on June 1 6- 1 7. 1 995. ‘The fonim was an attempt to 
initiate ideas that would stimulate actions to further the pro- 
fession" (Nolte. 1996, p. 3). Participants began the devel- 
opment of goals to direct the profession and identified some 
of the actions that would be necessary' to accomplish the 
goals. The following six local points, listed in the Confer- 
ence Proceedings, categorize the goals decided upon by the 
participants: promoting the profession, research, advocacy, 
professional preparation, quality assurance, and dynamic 
contemporary' practice. Each organization detennined the 
degree to which they could focus on each goal. Advocacy 
for health was an action that v irtually all organizations felt 
warranted attention and most agreed to make it a priority 
(Nolte, 1996). 

The Society for Public 1 lealth Ldiication (SOPH!:) agreed 
to spearhead a major advocacy activity called the Health 
f-ducation Advocacy Summit. The puq'jose of the Summit 
was to provide an opportunity for health educators to learn 
about advocacy, receive skills training for working with leg- 
islators, visit legislators, and plan for ongoing advocacy ac- 
tion. That very successful (Irst summit convened in Wash- 
ington, DC on March 28-30, 1998. Nine health education 
professional organizations sent three to five representatives 
to the summit. The second summit, spearheaded by SOPH!:, 
convened on April 10-12, 1999. The objectives for both 
summits stated that at the end of the event participants vv ould 
be able to: 

1 . Explain the legislative process to other members of their 
organization. 
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2. Articulate a position on behalf of health education related 
to legislation on scleeted health issues. 

3. Identify two to three strategies for on-going acKocaev uork 
as part of their national organ i/at itm's ad\oeaes agenda. 

4. Visit legislators to advocate for the selected health issues. 

Participants at both summits considered them to be extremely 

benelleial. In general, they felt in w as an iinaluable opponu- 
nily not only to gain ad\oeaey skills but also to educate the 
members of Congress about the discipline of health edueaiion. 
Pailicipants strongly suppoilcd the idea of a third summit to be 
held in the spring of 2000, 

The success of both summits resulted, in part, from a combi- 
nation of training and action. A planning committee selected 
irnpoilam health issues with input from their organi/ations. 
Ad\ ocacy experts taught about clTcciive lobbying skills and 
pro\ ided iiifonnation about the legislati\ e process and the se- 
lected health issues. After the training, participaiils \ isitcd key 
members of congress to encourage specific actions in regard 
to the selected issues. Participants discxncred that visiting 
members of congress or their stalTis both fun and worthw hile 
w itli adequate preparation. They also learned that advocacy 
requires more than attending an advocacy summit once a year. 
An clTcctive ad\ocaey clTort is ongoing, requiring building 
relationships with legislators 

and stall' updating infonnation for thei. .. and eonsisteiil \ isils. 
Sum/nif Aciivific.\ 

Both summits began w ith training .sessions for creating 
and dcli\ering cn'cetivc messages. Hxperts such as Scott 
Balin (American School Health .Association [ASHA] lob- 
byist and stall Member for the C'ampaign for fobacco f ree 
Rids), Barbara Levine (owner of Levine and Associates, a 
public health advocacy consulting firm), Jen Wierwille (for- 
merly the Director of Grassroots Advocacy at the American 
Public Health As.sociation [APHA]), Michael Splain (l)i- 
reetor of Congressional Relations at the Al/hcimer's Asso- 
ciation), and Donna Crane (Director of C’ongressional Af- 
fairs at APH.A) taught the skills building and informational 
sessions, A compilation of the creating an cUcctivc mes- 
sage skill can be found in figure 1 . A list of iinporiant terms 
that were discussed at the summit can be found in Figure 2. 

Participants at the summits learned the importance of 
know ing the subject before meeting with a legislator. The 
topics thal were sclcciod for the ad\* .acy summits were 
considered important and pressing issuc.s that required im- 
mediate advocacy action. The ('enters for Disease C ontrol 
and Prevention (('DC') support many prevention programs 
like the Breast and Cervical C'ancer Mortality Prevention 
Program, the fobacco ('ontrol Programs, the Diabetes Pro- 
gram, and the ('ardiovasciilar Disease Preventuui Program. 
When compared to the National Institutes of Health (Nlll) 
which supports minimal prevention cITorts. the C'DC re- 
ceives much lower appropriations from the federal 
govemmenl. .Appropriations to Nlll and 



Kigurc 1 Tips for Creatiiipt and Delivering Kffective 
Messages to Legislators 



Use Adv oeaey Tools 
Knowledge 

('oalitions and Pnnncrships 
Lobby 

Cjra,ssroots Aetiv itics 

Media 

Technology 

Understand the Legislative Process 

Prepare and C'omimmieate the Message C'arefully 
Keep the Message focused 
Make the Information Relevant to the Audience 
Provide C orrect Information 
Consolidate and Simplify the Information 
Tell About C'oalitions and Gra.ssroots .Activities 
Give cost-elTectivcncss Infonnation 
Involve many people in the Message 
(ict a ('ommitinent when Possible 
Rehearse the Message 

follow -up 

Write Thank You Notes 
Mention the ('ommitinent Made 
Call Again 



Kigure 2 Advocacy Terms 



Advocacy. Actively working to change (he social, politi- 
cal, legal, economical, and medical env Ironments; it is 
making a change in society 

l^ohhving. *To coiiduei activities aimed at innucnciiig 
public olTicials and especially members of a legislative 
body on legislation. 

Appropriations. Money that has been set aside for a 
specific puipose. 

Entitlements. *A govcrnmcni program prov iding benefits 
to members of a specific group or the funds supporting or 
distributed by such a program. 

Discretionary. *The power office decision or latitude of 
choice within certain legal b<Hinds; purchasing power. 
Constituents. *()nc of a group who elects another to 
represent him her in jniblie ofilee. 



Note, Definitions with * were excerpted from lL'/n/<r.*s 
\ifuh -Ve\i CoIIci^iiiU’ f)icfioiunr 
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CDC are made each spring. Therefore, the CDC appropria- 
tions were targeted advocacy appropriations, legislation re- 
garding the "Patients Bill of Rights' and Tobacco Preven- 
tion were targeted in 1998 and 1999. In 1999, the Education 
Rcauthori/ation Act and Tobacco Legislation were also tar- 
geted. The next section contains a brief discussion of each 
of the selected issues for 1999. 



Selected Health Issues 

Curcliovasrtilar Disease Prevention Program 

Cardiov cisciihir disL'ase (C'VD) is our nation's number one cause 
of death, accounting for 42® o of all deaths. About one fourth of the 
American population Ii\cs with some fomi ofcardiovascular dis- 
ease. and each yctir hundreds of thousands arc disabled as a result 
of this disease. In 1 999, the estimated cost related to cardio\ ascu- 
lar disease in llic US was S274 billion (ax'. 1999a). 

Comprchensix c health education programs have been proven to 
be cirectixe in rcducing the number of individuals who experience 
some forni of heart disease. Prevention cfTorts help those 
who have a higher risk for cardioxascular disease to learn 
ways to reduce and prolong the onset of cardiovascular dis- 
ease. The CDC was funded at $10.9 million dollars for lls- 
cal year 1999. C'urrcntly. only eight stales arc funded through 
this money. The advocacy cfTons of the summit panieipanis 
were in support of an increase of funds to ensure $20.9 mil- 
lion for fiscal year 2000. This increase will allow more stales 
to participate in Comprohensix c I leallh Education and C'VD 
surxeillance programs {Adx ocacy Summit, 1999b). 

Tohaeco Control Pro^ratns 

Until 1996, tobacco products xxere, for the most part, iin- 
rcgulalcd in the United Stales. This changed when the F'ood 
and Daig Administration (FDA) labeled tobacco products 
as drugs and devices and took Jurisdiction over ilic prod- 
ucts. Today, cigarette smoking is still the number one pre- 
ventoNc cause of morbidity and mortality (US Department 
of Health and Human Services, 1994). Collcclixcly. health 
education associations are commiiicd to the efforts aimed at 
reducing tobacco use in all age groiip.s, as xvcll as prcxcniing 
initiation of tobacco use by youth. The following areas are 
impoilant in ensuring comprehensixe tobacco legislation: (a) 
regulation of tobacco products by the FDA: (b) taxation of 
tobacco products: (c) cnxironmcntal tobacco smoke: (d) ad- 
vertising and promotion of tobacco products: and (e) inter- 
national marketing of tobacco. Txvo other areas of compre- 
hensixe tobacco legislation of specific interest to health edu- 
cators are public health education and professional educa- 
tion. The folloxving arc key items xvhieh any comprehensixe 
tobacco legislation passed by congress sliould include (Ad- 
xocacy Summit, 1999c): 

* Well- funded public education campaigns targeted to adults 



and children, xviih particular attention being gixen to high- 
risk. special and culturally dixersc populations, and xvhieh 
includes tobacco education for all students pre-kindergarten 
through 12“’ grades; 

• An extensive xxell-funded counter-advertising campaign 
that is independent of any tobacco industry' control or influ- 
ence: 

• Ongoing research to evaluate and to determine the most 
eflectivc means of educating the public about the dangers 
and hazards of tobacco use as xvell as successful smoking 
interx'cntion approaches: 

• Funding for professional preparation of health profession- 
als xvitli concentration in indix'idual and community-based ap- 
proaches for smoking prex ention and ec.ssation: and. 

■ Funding for .stale or local agencies that w ork with local ac- 
credited academic in.slilulions to provide statc^ regional con- 
ferences and distance learning programs on stalc-of-ihe-art 
behax iora! approaches in tobacco prevention and control. 

Tobacco Prevention and Control Appropriations 

In addition to comprehensixe tobacco legislation, it is also im- 
poruint to haxe funding at the national and slate levels for public 
cxiucation campaigns and school health programs llial addrcss youth 
tobacco use. About 66® « of youth cunrcntly use tobacco products 
and more than .3,(XX) youth start smoking each day (Adxocacy 
Summit, 1999a). The CIX' is funded at $73.9 million for fiscal 
year 1 999. An increase in funds for the fiscal year 20(X) appropria- 
tion of S 1 75 million was supported at the 1999 Adxocacy Summit. 
This incrca.se would help support the C'lX' in their etforts to pro- 
x ide technical assistance to all 50 stales, as well as training on the 
planning, implementation and evaluation of tobacco control pi o- 
grams for communities and sclux^ls. 

Diabetes Program 

Tlie influence of dialK'tes on the nation's health can be best un- 
dersUxxl by examining the complications of the disease. Individu- 
als xvith diabetes arc at risk for blindness, kidney failure, loxver- 
cMremily amputation, and cardioxaseular disease (CIX', 1999b). 
Diabetes is the scx enlh leading cause of dciUh in the United Slaies. 
Tlie economic burden of tlie disease approached $100 billion dol- 
lars in 1997 (CIX', 1999c). Summit parlieipanLs supported an 
increase of appropriations to C'LX'. slate, and tcniu^rial-based dia- 
betes control programs. 

Education Rcauthnrizalion Act 

Tlie Elcmenlaiy' and Secondary F.ducation Act ( FlSlv\ ) supfK)rts 
slate imd Icxra! efforts to improx e sc1kk4s tlirough c(x>rdinatc\l. slan- 
dards-basexl rcfonns of leaching, learning, and student achicx c- 
mcm. Congress is required to rcautliorize ESliA of 1965 every 
fix e years. Tlie desired congressional support during this rcautho- 
ri/ation pericKl includes the folloxving (Advocacy Summit 1 Wd): 
• Coordinate school-xvidc intervention and prevention ef- 

tf> 
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forts and provide consultation services by professionals that 
address both the learning and behav ioral needs of students; 

' Maintain Safe and Drug-Free Schools Programs. These 
programs provide leadership in the Department of Hdu- 
cation efforts to achieve the Seventh National Education 
Goal (that by the year 2000 ail schools will be free of drugs 
and violence and the unauthorized presence of firearms and 
alcohol and will offer a disciplined environment that is con- 
ducive to learning); 

• Provide support to meet the challenges of incorporating 
slate standards and assessments into classroom instruction 
and provide all students standards-based curricula, quality 
instmetion, and evaluation and accountability based on these 
standards: 

• Increase support of professional dev elopment for teach- 
ers. administrators, and all school service personal to im- 
prove instruction and learning and increase the coordinated 
approach to solving scliool-rclatcd problems: 

• Take into account the needs of a diverse population, es- 
pecially those at-risk children and youth: and, 

• Support of state and local flexibility but oppose vouchers 
and block grants when they result in less guidance and ac- 
countability. 

Patient’s Bill of Rights 

In November of 1997 the President's Advisory Commit- 
tee on Consumer Protection and Quality in the Health Care 
Industry published a “Consumer Bill of Rights and Respon- 
sibilities." The Bill of Rights addresses eight areas: (a) ac- 
cess to emergency services, (b) choice of providers and 
plans: (c) complaints and appeals: (d) confidentiality of 
health information: (c) consumer responsibilities; (0 infor- 
mation disclosure: (g) participation in treatment decisions: 
and (h) respect and nondiscrimination. There have been 
many managed care bills introduced that have addressed sev- 
eral of the above mentioned areas. Yet, most lack the consumer's 
right to information about his or her condition, treatment, and 
management. The summit participants not only encouraged 
legislators to support the Patient's Bill of Rights, but also to 
support, at a minimum, that consumers have the right to the 
following provisions (Advocacy Summit, 1 999e): 

• Receive information about their diagnosis, prognosis and 
treatment in any language that they can understand including 
the nature and purpose of the treatment, possible benefits, and 
known serious side effects or risks; 

' Participate in a planned, documented educational program 
that addresses how to manage and cope with their condition, 
including relevant information about medications, diet, physi- 
cal activity, use of medical 

ct’ Ca^’icai Cancer hlca ly I)c(vcthn and hx^vetUion Pn>- 

^nmi 

During 1999 an estimated 43,300 women will die from 
breast and eerv ical cancer combined. Mammography and 



Papanicoaoii tests (Pap smears) arc cfTectivc means of de- 
lecting breast and ccn ical cancers in women (CDC, 1 999d). 
Early detection can prevent most cervical cancer deaths and 
more than 30% of breast cancer deaths. Early detection of 
these cancers also saves money (Advocacy Summit, 1999f) 
In 1 999, Summit participants supported an increase of S4 1 
million dollars to the CDC's Breast and Cerv ical Cancer Early 
Detection and Prevention, The increase would enhance health 
education programs related to breast and cerv ical cancer as 
well as increase accessibility to screening programs. 

Conciusion 

Health educators possess the knowledge to make a difler- 
ence, but will that knowledge be transmitted into action? 
The process of advocacy is vcr>' similar to the process of 
health education. Bringing the knowledge base of health 
education and the activism of advocacy together can pro- 
vide powerful assistance for individuals seeking health and 
wcllbf^ing. Health educators hav'c opportunities to influence 
how policy makers think and act on health issues. Advo- 
cacy skills provide the necessary tools to broaden the health 
educator's ability to serv'C the public. The process of advo- 
cacy provides the means of delivering a powerful message. 
The challenge that remains is cohesive action. If health edu- 
cators do not work together to inform the policy makers, 
who will? 
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Media Advocacy: A Tool for Health Education 



Lhuki Ucincr 



Media advocacy is the strategic and broad-based use of 
media for advancing social or public policy issues (Wallack. 
Dortman. Jernigan, Theniba, 1 993 ). A long-term objective 
of media advocacy is to raise the consciousness of media 
professionals in order to change tlie practices of policy mak- 
ers who are intluemial in structuring the einiromnenl in 
which indiv idual health beha\ ior occurs. 

Media advocacy can encompass a variety ofgoals that are 
applicable to almost any public health education program. 
Understanding the public or social policy to be changed or 
advanced is critical in identifying the audience you would 
select to try and inllucncc. Media advocacy can be used to 
shape public perception of community opinion leaders who 
directly influence policy makers, or it can be used to mobi- 
lize the community in general to impact policy makers and 
opinion leaders. These goals can be accomplished by using 
media to improve participation of community residents in 
the policy-making process through testifying at public hear- 
ings* writing letters to policy makers, or demonstrating pub- 
licly. Media advocacy can be used to enhance adherence to 
policy by publicizing non-compliance of public health poli- 
cies and by acknowledging individuals and institutions that 
have helped in passing or enforcing public health policies. 

MeJia Advocacy 5/ra/c'gr 

The key to using media advocacy effectively is to use tlic 
media pro-actively. Campaigns of many years ago relied on 
public service lime, but this has diminished subsianlially. In 
the 1970s the Federal Comnumieations Commission (FCC) 
revoked the regulation making public scrv ice mandator)- for 
broadcasters, fherefore. public health media advoeates ha\ e 
eullivated additional methods of delivering the message: they 
have learned to be pro-active and frame the issue to their 
advantage. This has been accomplished by generating news 
stories, appearing on talk shows, writing newspaper guest 
columns and letters to the editor, training spokespersons to 
meet vv ilh editorial boards, and using counter adv ertisements. 
Although there are many media adv ocaev strategics, the more 
basic question is how to gain access to the media. 

(toiui/isi At ct’.w fo \fcdici 

The goal of a media advocate is to become a tmsted re- 



source to journalists. A certain pinnacle of. success has been 
reached if a journalist calls the public health educator for 
infomiation, rather than the other way around. Therefore, it 
is vitally important to cultivate relationships with key jour- 
nalists. 

View the nictlia as a partner. Reporters want to do a fair 
job of reporting, so respect their objectivity. Present the facts 
vv iihoLit being ov erbearing and be prepared to present them 
with as much infonnation as they request. With limited staff, 
reporters need a.ssislanee in gathering informalion, so help 
them .set up interviews with key people. Respect their dead- 
lines. Reporters have limited time to develop a story, and if 
you promise infonnation by a certain date or lime, follow 
tlirough. Be honest with statistics. It is belter to say you 
don't know something than give an answer about which you 
arc unsure. Be confident in approaching reporters. Remem- 
ber that the health educator knows more about the subject 
than the reporter. Always acknowledge the media who assist 
you. Write to the editor of a newspaper or to the Federal 
Communication Commission if it is radio or television, giv- 
ing them credit in fulfilling public service commitments. This 
act vvill endear you to the media organization and help them 
remember the health education organization in a positive 
light. 

Another way to gain access for issues of major impor- 
tance is to meet with newspaper editorial boards, which oc- 
casionally meet with coninuinily residents and leaders. It is 
also important to find out the names of new s directors and 
assignment editors and direct press releases to them, as they 
determine what is news, l-.ven better, find a reporter to cham- 
pion your cause. If the assignment editor or news director is 
not interested in the issue, a reporter w ith strong conv iction 
can help change their mind. 

Submitting opinion editorials, which are guest opinion eol- 
iinins on the page opposite from editorials, and writing let- 
ters to the editor are other easy access points and good ways 
to advocate your message. Radio talk shows, vvhieh are in- 
tlueiUial and ubiquitous, provide an opportunity to present a 
balanced view of public health. 

A critical component of media advocacy is to train an ap- 
propriate spokesperson to be ready at a inomenfs notice to 
respond to the press. These representativ es need to be know I- 
cdgcablc about the issue, and equally important, be able to 
speak with enthusiasm and conviction. The most effective 
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method to prepare spokespersons is to pro\ ide training work- 
shops regarding how to be an ciTcctivc spokesperson, using 
the key issues of your organization as examples. 

De\eIoping counter-advertisements to reframe the issue 
is another crucial component of media advocacy. Counter- 
advertisements arc commercials that counter incorrect \ iews 
of public health, usually pul forth by a corporate industry, 
such as tobacco or alcohol. The California State Depanment 
of Health Ser\ ices, Tobacco Control Section, has used hard- 
hitting TV and radio eounicr-advcrtiscmcnts against the to- 
bacco i Ildus uy. These ad\ ertisements have changed the way 
people \ic\v tobacco and tobacco companies, in turn, im- 
pacting tobacco policy. These counter advertisements also 
have been innucnlial in lowering the rate of smoking in Cali- 
fornia during the early years of the campaign (Pierce ct al., 
19 ^) 4 ). 

When the first tobacco counlcr-advcrtiscmcnl aired in 
1988, showing a smoky room full of tobacco executives ex- 
claiming their cynical desire to replace dead .smokers with 
new ones, some stations refused to air the spot because it 
was controversial in its bias against the tobacco industry. 
Media advocates seized the opportunity to obtain media ex- 
posure by taking ad\ antage of the rcfii.sal to air the ad\ er- 
tisement as a news story in itself, thus getting more coverage 
than if the ad\ ertisement had quietly aired. Over a decade 
later, public health media advocates continue to score victo- 
ries o\ er the tobaeco industry through the strategy of countcr- 
adveiliscments. 

Through the tireless elTorts of tobacco control health edu- 
cators, California governor Gray Da\ is approv ed the airing 
of tcle\ ision ad\ertisemcnls that had been produced se\ eral 
years ago. but denied airing by the previous administration. 
These ads used footage directly from national news stories 
of tobacco cxccutix cs swearing before a congressional com- 
mittee that tobacco is not addictive, losing this footage was 
an extremely encctise method of getting the message across 
in a straightfonvard. credible manner, discrediting the oppo- 
sition, and. incidentally, saving money in television produc- 
tion costs. 

Tobacco is not the only issue w here counter-advertisements 
have been used successfully. Violence prc\ cntion campaigns 
in C'alifornia have used public scr\ice announcements to 
coiinlor the myths that pci*sist about gun violence. They have 
ibciiscd their message at gun manuhictnrcrs. thus re-fram- 
ing the message away from the people who use the guns to 
the people who make the guns. The idea is not to blame the 
victim, but to re- focus the issue to accessibility and avail- 
ability of guns. 

One way to generate news aboiil public policy is to hold a 
new s conference, but there is always a risk of' breaking new s 
interrupting the press eonrerenee. If a news conference is 
held, be sure that the message is newsworthy by releasing 
new data, issuing a new report, or localizing national or re- 
gional news to make it rclev ant. 

Having a community resident to speak at a news confer- 



ence about how they have been alTcctcd by a health problem 
or policy can be powerful. At a news conference issuing a 
report on second-hand .smoke, waiters and waitre.sscs in C ali- 
fomia spoke about the effect of working in a smoky room, 
hours on end, and how a ban on smoking in bars would be 
beneficial to their health. This got the reporter's attention. 

Another way to generate news is to bring the news to the 
journalists. Often limes, journalists arc loo busy to leave the 
new’s room; therefore, bring the news to them by otTering to 
accompany key people in a news story to their otTice for an 
inters’ icw. 

The final strategy in gaining access is the central element 
of media advocacy - seizing opportunities to use the news 
and shape the debate. A key statistic to remember is that 80*? 
of all news is not iiard' news, such as earthquakes, terror- 
ism, and wars. Most news stories arc issues generated and 
promoted by people in the community. To be new-sworthy, 
the issue should be significant, unusual or unique, it's also 
helpful if the infonnalion is local, timely, urgent or useful. 
Additional newsworthy qualities include information that 
atTccis a specific population or information that affects a 
large number of people. 

There arc a myriad of other examples of public health ad- 
\ ocates using the nows and media in general to shape the 
debate on their specific issue. Community AIDS activists 
throughout the country have been vigorous in obtaining ex- 
panded TV and newspaper co\ eragc in order to influence 
key policy holders on issues of medical access, drug acecs- 
sibilily. and increa.sed resources. Local coalitions in Detroit 
and San I'raneiseo ha\c used the media to shape public opin- 
ion and intlucnee local elected officials in reducing alcohol 
billboards and liquor outlets in low- income neighborhoods. 
Public housing coalitions in Chicago have used the evening 
new s to force the bureaucracy to change their inhumane hous- 
ing policies. 

The key elements to remember in gaining the media's at- 
tention arc to be creative, by generating your own news, and 
to seize opportunities to piggyback on existing news. Fi- 
nally, also important in achieving credibility is to imohe 
members of the community in approaching and u.siiig the 
media. 



Table 1 

Media Advocacy Resources 
Media Guide for Academics 
Foundation for American C'ommunicalions 
85 South Grand 
Pasadena, C' A 91105 
Phone Number; 626-584-0010 
SI 0.00 

Outreach I'V: Creating Community Campaigns 

Benton Foundation 

Washington, DC 

Phone Number: 202-638-5770 

(Available .laniiai^ 2000} 
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Advocacy \'ideo: Producing Change 
Benton Foundation 
Washington, DC 
Phone Number: 202-638-5770 
(Available ,Ianuar>' 2000) 

News for a Change: An Advocate’s Guide to Working 
with the Media (1999) 

Allack, L., Woodruff, K.., Dorfman, L.. & Diaz, I. 

Sage Publications 
http:V\\w\v.sagcpub.coin 



After gaining access, what is the best way to frame the 
issue? Media advocacy oB'ers specific strategics to get your 
story' across. 

Framing the Issue 

Wallack, Dorfman, Jemigan, and Themba ( 1 993) addressed 
the topic of framing the issue. Controversy is a good way to 
gel the media interested, but it is critical that the issue be 
handled with calm conviction, otherwise the health educator 
may be labeled a ‘public health fascist.’ Remember, focus 
on the health of the public. 

Anniversaries and milestones arc good opportunities to 
frame your health issue. Celebrating the anniversary of the 
beginning of a health education program or the passing of a 
public health policy is a good opportunity to hold a major 
event to draw the media and frame the issue. Using a major 
report by which future progress is judged, such as the Sur- 
geon Generafs report on drinking and driving, is another 
way to garner news. 

Irony is an interesting technique to frame the story. For 
instance, public attention is drawn to statements like more 
kids are killed by violence than by disease: more kids recog- 
nize Joe Camel than Mickey Mouse: and diet-related dis- 
eases arc the third leading cause of death, yet relatively little 
funding is available for prevention. 

Celebrity is another means of garnering media attention. 
This, however, can be tricky unless the celebrity is directly 
related to the issue. A national rock star was used to pro 
mote anti-alcohol messages, until it was found out that a 
major liquor brand was sponsoring her tour. Personal testi- 
mony can .sometimes be more powerful than star power, and 
can bo a good way to get media attention, as long as that 
attention is brought back to the broader policy context. 

Another means of gaining media co\’cragc is the use of 
injustice. The fact that bolh the alcohol and tobacco indus- 
tries target youth is a clear injustice that resonates with the 
general public. A surefre way to get media co\eragc is to 
find a local angle. How will a changing national or state policy 
affect people in the community? How will it anbcl their 
pockclbooks and their daily lives? 

The idea of a breakthrough is also a possibility. What is 
new or dilTcrent in health education or public health? Per- 



haps focusing the issue on prevention can reverse the idea of a 
medical breakthrough. 

Finally, the angle of seasonal i.ssucs as a strategy can be ef- 
fective. Events such as high school graduation, the first day of 
school, the first day of summer, the Legislature’s annual bud- 
get debate, or a major cultural c\ cnl in the community, are all 
seasonal and can giv e a spin to your issue and help make the 
story ncwsvv’onhy. The next step is to think through how to 
develop stoiy' elements that best illustrate the issue. 

Developing Story Elements 

/ 

One type of media bile (verbal equiv alents of a bumper 
sticker, succinct statements under 10 seconds), and a mainstay 
of media advocacy, is the use of social math. This means 
making data relevant and understandable: turning the abstract 
into concrete. Social math presents data for social impact in an 
interesting format. For example, it is more powerfLii to say. 
*‘Ever>' 7 minutes a Califoniia youth begins smoking" than to 
say that a lot of kids smoke. Likewise, stating that “the alcohol 
industry spends approximately $225,000 cv'cry hour, every day, 
to advertise and promote their product" is more powerful than 
saying the alcohol industry spends an cnonnous amount of 
money on advertising. 

Using compelling symbols is another element in developing 
powerful stories. A legislator being interviewed at a press con- 
ference about hand gun control iicld brass knuckles to the cam- 
era and said, “This is a felony." In his other hand, he held a 
gun to the camera and said, “This is a misdemeanor." His 
visual representation of tltc issue clarified it so that people could 
understand on a visceral lev el. 

How Do You Measure Success.^ 

How do you know if you have been successful using me- 
dia advocacy? A clear and obvious sign of success is a suc- 
cessful policy change, although it is problematic to ascertain 
how much direct effect could be attributed to media strate- 
gics. There arc criteria, however, that can be measured. 

It is possible to dctemiinc how much coverage the issue 
has received. Although securing coverage does not guaran- 
tee success, and certainly doesn't guarantee that the issue 
was covered in the appropriate context, it docs help track 
the amount of media exposure. Clipping services can track 
the frequency of newspaper, television, and radio coverage 
of an issue. Copies of stories can be made for all formats. If 
public service announcements or adv'crliscinents have aired, 
radio and or television station logbooks will have a record 
of how many times the message aired and when. 

It is also helpful to determine whether Ihcstorv' was intro- 
duced or followed up with an appropriate favorable com- 
ment. How vv ere the stories framed? Was it a positive spin 
on the public hcaltli angle? Did the media adv ocacy strate- 
gics help build community support? Do journalists now call 
you about health and public health education news? 
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Tfie Role of a Media Advocate 

The media advocate's go^ i moving the policy forward 
is to translate the individual problem to the more compre- 
hensive social issue by presenting a practical solution. This 
means not "blaming the victim," but looking at a lack of 
societal resources and inappropriate public health policies. 
This means advancing appropriate policy through environ- 
mental strategics that support behavior change. 

Assigning shared responsibility must be openly discussed. 
The argument most often put forth often by those opposed 
to public health policy is the concept of free will and free 
choice of the individual to smoke, to drink, to not take medi- 
cation, to not wear a helmet, etc. It is ncccs.sar>' to counter 
the blamc-thc-victim syndrome because each individual’s 
behavior biiild.s to a critical mass, which afTccts the public 
health of the community. Presenting a practical policy ap- 
proach is central to advancing public health policy. Finally, 
the media advocate's role is to locali7c the message because 
making something relevant to your state, your city or your 
community will ring true to the residents. 



Conclusion 

Media advocacy has been most successful in changing 
policy where there has been clear opposition tobacco and 
alcohol industries, and now gun manufacturers. That docs 
not preclude, howes er. such strategies from being used with 
other health issues. Indeed, previous success should encour- 
age health educators to expand the media advocacy cfTons 
to other health concerns. 
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Partners for Advocacy: 
Non-Profit Organizations and Lobbyists 

Susan FreUck Wooley, Ph,D., Scott BaUin, J.D., 

& Sherri Reynolds, BSN, MS 



The ability to advocate for personal, family, and commu- 
nity health is one of seven health education standards con- 
sidered essential for a health-literate person (Joint Commit- 
tee on National Health Education Standards. 1995). Although 
the ability to be an advocate is a standard for students in 
grades K-l 2. many professionals in the field are reluctant to 
get involved in advocacy etTorts. Often, the perception is 
that if one does a good job and is involved in a worthwhile 
project or cause, there is no need to advocate. The worth or 
value of the project or work will be obv ious. That is not 
reality. Dedicated people work hard on many projects. 
Within an organization, health education vies with other pro- 
grams for visibility, influence, time, resources, space, and 
funding. Bringing visibility to a project helps it gain re- 
spectability and resources. In the community, improving and 
promoting health often requires addressing policy issues and 
social change as much as individual behaviors. Sooner or 
later, almost every health educator will engage in advocacy 
work of some type. 

Advocacy is the act or process of advancing or defeat- 
ing a cause, policy or proposal. 

Advocacy issues include more than legislation and regu- 
lation. They can include company 

policies, community issues and neighborhood projects 
... Advocacy is a pow'erful tool for 

producing social change. (American Heart Association 
[AHA], 1997, p. 7). 

Adv'ocacy includes a mix of activities such as coalitions 
and partnerships, gra.ssroots networks, lobbying, and other 
efforts to influence decision makers, and the use of media 
and communications. 

Advocacy can involve efforts to influence public policy, 
including legislation. Individuals can and should be involved 
in the political process through voting and contacting elected 
legislators. In addition, being involv ed in group efforts can 
strengthen support for a given position. One reason people 
sometimes join groups is to have more influence on issues 
of importance to them. Whether you are involved in politi- 
cal processes or not, you arc affected by such processes, both 
as an individual and in your profession. How many times 
have you complained about actions taken by the school where 
you study, your employer, or some legislative body at the 
national, state, or local level? Too often people mutter their 
complaints to themselv es or spout off to someone near by. 
Neither of those actions will do much to change the situa- 



tion or influence decisions. 

Professional Ot'^anizations as Advocates 

Manv' health educators want the professional organiza- 
tions of w hich they are members to advocate for health pro- 
motion efforts and for the profession. In fact, such advo- 
cacy is one of the six key targets needed for mov ing the 
profession of health education forward in the 21st Century' 
(National Commission for Health Education Crcdcntialing. 
Inc [NCHEC] & Coalition of National Health Education 
Organizations [CKHEO], 1996). In the past two years, the 
national organizations representing health educators have 
jointly sponsored two advocacy summits, which included 
advocacy training by professional lobbyists followed by visits 
to “The Hill.’’ In addition, the professional organizations 
arc taking steps individually to be stronger advocates for their 
members. As an example, the American School Health As- 
sociation has identified advocacy as one of its four key goals 
for the next three years (American School Health 
Association[ASHA], 1998). One strategy toward that end 
is to contract with a lobbyist as a part time legislative con- 
sultant. This article will share some perspectives from that 
experience. 

Non-Profit Organizations 

Before contracting with a lobbyist, ASHA had to answer 
several questions and ensure that systems were in place. An 
initial question was: Can a non-profit organization legally 
lobby? Free speech provisions of the Bill of Rights allow 
any individual or organization to speak in favor of an issue. 
According to the legal definition, lobbying is an attempt to 
influence legislation. For a communication to qualify as lob- 
bying it must be directed to a member or an employee of a 
legislative body, express a vicwTX)int on a piece of legisla- 
tion, and request specific action with respect to the legisla- 
tion, usually in support or opposition. To maintain non-profit 
status, however, there are restrictions ‘ i allow'able lobbying 
activities. Non-profits may not endorse or oppose a candi- 
date for electiv e office, nor may any member, staff person, 
or volunteer represent an affiliation with the non-profit in 
any electioneering activity'. Even having candidates’ bro- 
chures available in the office for the public to pick up would 

■5"j 
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be a violation. Table 1 summarizes allowable and non-al- ofdefming what issues to address with advocacy cfTons and 
lowable lobbying activities by or on behalf of non-profit or- when to lake a leadership role in advocacy. By tying the 
ganizations (AHA, 1997). resolutions (assigned to a Resolutions Coinmittee) to the 



Table 1: Examples of Advocacy Activities Allowed and Prohibited by or on Behalf of 
Non-Profit Organizations* 



Allowed 

• Write, phone. Fax, c-maii, or telegraph legislators. 

♦ Provide technical advice and assistance to 
legislative bodies. 



• Meet with legislators. 

• Work on and distribute nonpartisan analyses, issue 
briefs, and studies. 

® Write letters to the editors: appear on radio, 
television, or web-based talk shows and discuss 
pending legislation. 

• Encourage others to contact legislators. 



Prohibited 

• Endorse or oppose a candidate. 

• Threaten that support or opposition of a bill will be 
communicated to members in a way that suggests 
ciidonsement of opposition to the person as a 
candidate 

• Use membership or affiliation in any electioneering. 

• Campaign for or against a candidate. 

• Distribute campaign literature. 



• Provide testimony to legislative bodies. 



These prohibitions apply to candidates for elected ofTice, 
but not for nominees for appointed office (Portman & Jacobs, 
1999). Thus, writing in support of a nominee for Surgeon 
Genera! would be allowable, but writing a letter of endorse- 
ment for someone seeking elected ofTicc, even if that person 
has not officially announced his or her candidacy, would not 
be allowable for a non-profit organization. 

The Internal Revenue Scivicc distinguishes between edu- 
cational activities and political activities. One detcmiining 
factor is whether the association's activities arc based on 
conclusions drawn from objective c\aluation versus unsup- 
ported opinion, di.stortcd facts, or negative terms based on 
emotional feelings (Portman & Jacobs, 1999). 

A iivoc aev Sfrafe^v 

Before looking for a legislative consultant, y\SHA recog- 
ni/cd that a lobbyist must be part of an ov erall organiza- 
tional commitment to be involved in advocacy elTorts. The 
organization must know what it wants to advocate. ASHA 
had ji long history of adopting resolutions, which arc formal 
statements of positions the organization takes on a variety of 
issues. (See hup: vvvvvv.ashavvcb.org for more infonnation 
on ASHA resolutions). Once stated, however, these resolu- 
tions remained largely unused. The existence of these reso- 
lutions has recently given .'\S1 1 A a starting point in the task 



advocacy work a,ssigncd to a Legislative Committee, the reso- 
lutions gained a purpose. As a national organization, ASHA 
gets many requests to sign on to the advocacy efforts of other 
groups. Such joint ctTorls can increase an organization's 
influence, but not ail requests fit in with the organization’s 
advocacy agenda. The resolutions help define which issues 
to support and which to decline. In turn, requests for sign- 
ons can also highlight the need for new' resolutions. 
Another piece of an overall advocacy strategy is a system 
for mobilizing members, supporters, or volunteers to get in- 
volved. Among non-profit organizations, including those 
with a lobbyist, an organization's scope of influence is de- 
fined by whether it can produce grassroots action. Before 
ASH.A hired a legislative consultant, its legislative commit- 
tee organized a network of legislative contacts throughout 
the United States, ASHA now has at least one person in 
each state willing to act as a legislative contact. Each legis- 
lative contact has received specific instnictions on how to 
organize and activate a state-based networking tree. There- 
fore. when .ASHA calls on the state legislative contacts, they 
have a statewide networking tree they can contact to encour- 
age grassroots efforts. 

Role of a Lobbyist 

Without such systems in place, a non-profit organization 
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should not coruracl w itli someone to provide legislative scr- 
\ iees. If an organization is ready for this step, the organiza- 
tion must be elear about the parameters. At what level docs 
the organization hope to influence policy or legislation 
national, state, local, corporate, or institutional? What are 
the types of issues the organization foresees coming before 
the decision making body? What is the relationship between 
this person and the organization? What are the responsibili- 
ties and limits of the lobbyist, and what arc the responsibili- 
ties of the organization to the lobbyist? What financial re- 
sources are axailable (fedora! grant money may not be used 
for lobbying activities)? 

The Atnerican Heart Association lists the following as 
typical duties of a contract lobbyist include: 

Meeting w Mh decision makers or their slalVs to frame leg- 
islation or encourage them to support the organization's po- 
sitions, 

• Monitoring legislation and providing updates. 

' Tracking \ otcs and positions of decision fnakers on the 
organization's issues. 

' Notifying the organization of relex ant hearings. 

Identifying swing votes on key issues. 

■ Representing the organization at key meetings, such as 
coalition or nct\\(^rk meetings or public advocacy meetings. 

• Working w ilh the organization to develop strategics for 
advancing its advocacy issues. 

• Identifying key coalitions that the organization might want 
to ally with on important issues. 

• Securing invitations to high level events and hearings on 
key issues for the organization. 

Preparing spokespersons who will testify at hearings 

The organization should have a written contract with the 
lobbyist that specifies the duties expected. An organization 
might want the lobbyist to perform only certain tasks on the 
abov e list or might have additional requests such as prepara- 
tion of a column for the organization's newsletter. On the 
other hand, the lobbyist must decide what lev el of effort is 
realistic given the amount of money the organization is of- 
fering. As with any contract, it is important to clarify mu- 
tual expectations in advance, to help ensure smooth rela- 
linnships. The contract also needs to specify a period of 
lime that the contract covers, with an understanding that at 
the end of that lime, the relationship might end or be renego- 
tialed. 

rrainifr^ 

Another crucial piece of an overall legislative strategy is 
training. This can oceiir after a consultant is hired, espe- 
eially if that pei'son will help design or deliver the training, 
fhe grassroots advocates need to know how to increase their 
effeetiv cness. People who are immersed in a profession of- 
ten assume that those making law s or enacting policies that 
govern their practice are knowledgeable about the i.ssiies. In 
reality, most legislators have (tnly a cursory idea of any is 



sue, if they arc familiar with it at all. For grassroots advo- 
cacy efforts to be successful, those in the field making con- 
tact with decision makers must know how to slate lhcirca.se 
clearly and succinctly. 

At the federal level, one rarely has a chance to communi- 
cate directly with the elected official. It is safe to assume 
that the stafTcrvvith whom you do have contact knows noth- 
ing about the particular issue of concern to you. The major- 
ity of staffers at the federal level have been at their job for 
less than two years, are straight out of college with little post 
college life experience, and receive over 200 contacts with 
the public during a slow week (McLean, 1999). Staffers 
admit throwing away about QO*’ o of their mail without pass- 
ing it along (Shipley, 1999). What staffers do pass along is 
infonnation about the impact of a particular bill - the bill's 
purpose, any possible negative consequences of its passage, 
and its significance to the elected olTiciars stale or region. 
Consequently, according to Shipley. (1999, p. 61) training 
of grassrooi advocates should include pointers for gettin" 
messages heard, such ns: 

• Keep the infonnation concise. A written piece should be 
no more than a one-page bulleted list. 

• Localize the message. Indicate how the issue affects the 
olficial's con.stitucnls. Messages delivered by well-informed 
constituents carry more weight than do those from outsid- 
ers. 

• Match mes.sages vv illi job titles. Let press secretaries know 
of mco..., events and speaking oppominilies. Talk to Icgisla- 
tiv e directors about background on issues. 

’ Provide infonnation to slafi'crs on their terms. Because 
many .stafTcrs arc young and work long hours, information 
available on the Internet, whicli is readily available to them 
when they need it, is often more helpful than a stack of pa- 
pers, which might arrive when an issue is on the back burner. 
As partners, lobbyists and non-profit organizations can be 
elTeclivc advocates for an organizations' issues and for is- 
sues of importance to a profession. Without the support and 
direction from the organization and its members, however, 
the lobbyist cannot work miracles. Organizations cannot 
idly sit back and expect a lobbyi.st to look out for their inter- 
ests. Members of an organization must be willing to respond 
when the lobbyist alerts the organization to a key vote. Hv en 
members who arc also government employees (and thus 
sometimes feel restrained from advocacy efforts) need to 
remember that they arc also eitizen.s. In some eases, these 
members may be barred from engaging in lobbying activi- 
ties on company lime or using company equipment (tele- 
phones, Facsimile machines, computers, and electronic mail 
accounts), but nothing prevents them from calling or writing 
as private citizens. 

Personal visits and letters tend to he the most elfectivc 
vehicles for communiealing with legislators, although phone 
calls and FAX transmissions work w'cll before a controver- 
sial vote, vv hen legislators w ant to gauge the level of support 
for a given issue, C'omnumications in the form of e-mail. 
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form letters, and pe titions arc the least inHuential. but still 
can convey the level of support. 

Conclusion 

Engaging in advocacy efforts is for everyone. If you care 
about an issue, never assume someone else will speak up. 
This is true whether the cfTorl is undertaken as an individual 
or as a member of an organization. 

If an organization of which you are a member or staff per- 
son contracts with a lobbyist, remember that lobbyists can 
identify actions to take, but it is up to an organization and its 
members, as well as other interested indi\’iduals, to make 
the contact with decision makers and take the action. 
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